University of Wollongong

Research Online
University of Wollongong Thesis Collection

University of Wollongong Thesis Collections

2007

Correlates of self-harm behaviour in patients with
borderline personality disorder
Gina Parker
University of Wollongong

Recommended Citation
Parker, Gina, Correlates of self-harm behaviour in patients with borderline personality disorder, Doctor of Psycology(Clinical) thesis,
School of Psychology, University of Wollongong, 2007. http://ro.uow.edu.au/theses/2147

Research Online is the open access institutional repository for the
University of Wollongong. For further information contact Manager
Repository Services: morgan@uow.edu.au.

Correlates of Self-Harm Behaviour in Patients with Borderline
Personality Disorder

A thesis submitted in partial fulfilment of the requirements for the award of the degree

Doctor of Psychology (Clinical)
from
University of Wollongong

Gina Parker
Bachelor of Science (Psychology), University of Wollongong
Master of Science (Psychology), University of Wollongong
Master of Science (Forensic and Legal Psychology), University of Leicester

School of Psychology
2007

Thesis certification
I, Gina R a m o n a Parker, declare that this thesis, submitted in partial fulfilment of the
requirements for the ward of Doctor of Psychology (Clinical), in the School of
Psychology, University of Wollongong, is wholly m y o w n work unless otherwise
referenced or acknowledged. The document has not been submitted for qualifications
at any other academic institute.

Gina R a m o n a Parker
June 2007

2

Correlates of Self-Harm Behaviour in Patients with Borderline
Personality Disorder

Abstract
Objective: The clinical phenomenon of self-harm is frequently recognized as a
behaviour attributed to patients with borderline personality disorder (BPD). Self-harm
has been found to occur in anywhere from 50 to 8 0 % of B P D patients. This study
used an attachment trauma perspective to compare B P D patients w h o self-harm with
those w h o do not on a range of factors to determine if there is a possible profile for
B P D patients w h o self-harm. Such a finding could assist towards understanding the
role of self-harm in B P D patients and aid in developing the appropriate approach to
treatment. Method: Study 1 (quantitative, N = 6 9 ) investigated 58 B P D patients w h o
self-harm compared with 11 B P D patients w h o do not self-harm. The measures
investigated attachment/interpersonal problems, co-morbidity, trauma history,
dissociation and impulsivity. Study 2 (qualitative, N = 2 B P D self-harm patients)
explored the function of self-harm behaviours through an in-depth interview analysed
using interpretative phenomenological analysis. Results: Study 1 found that B P D
patients w h o self-harmed were more likely to have a fearful attachment style, fear
abandonment and have higher levels of dissociation. Increased frequency of self-harm
behaviours was found in those with numerous interpersonal problems, a generalized
anxiety disorder ( G A D ) diagnosis, higher global assessment of relational functioning
( G A R F ) score and an intrusive or domineering interpersonal style. Unlike other
studies, no link was found between self-harm in B P D patients and co-morbidity,
childhood sexual abuse history and impulsivity. Study 1 findings matched the results
in Study 2. Seven themes found in Study 2 provided insight into some of the functions
of self-harm for B P D patients. Conclusion: The results of this current study imply
that insecure-fearful attachment, fears of abandonment, dissociation and interpersonal
functioning m a y be important aspects to assess and concentrate on in the treatment of
B P D patients w h o self-harm. While an interpersonal component is important to
include in the treatment for all B P D patients, particularly addressing interpersonal
anxieties and emotional functioning for B P D patients w h o self-harm appears
essential.
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Chapter 1:
Introduction

1.1 Self-harm behaviour
Although self-harm is not a new phenomena it is not well understood (Clark &
Henslin, 2006). Only a small number of empirical studies on the functions of selfharm have been conducted (Klonsky, 2007). O f these studies there is no consistent
definition of self-harm, with some studies interchangeably using the term self-harm
and suicidal behaviour. T h e term self-harm is also referred to in the literature as selfmutilation, self-injury, self-abuse and parasuicide (parasuicide however is also a term
used to define both self-harm and deliberate suicide attempt behaviours) (Connors,
1996). For purposes of this study, self-harm refers to the deliberate, direct destruction
or alteration of body tissue without conscious suicidal intent, but resulting in injury
severe enough for tissue damage to occur (Gratz 2004). Unlike suicidal behaviour,
there is no deliberate intention or attempt to die through the self-harming behaviour.
This definition therefore does not include other forms of potentially self-destructive
behaviours such as drug and alcohol abuse or impulsive and risky acts such as
unprotected promiscuity or reckless driving.

Self-harm behaviours cover a whole range of behaviours, from cutting, burning,
tearing hair out, slashing, banging, picking, scratching to hitting and bone breaking
(Favazza, DeRosear & Conterio 1989). Most often, a combination or variety of selfharm behaviours are used by individuals w h o self-harm (Favazza & Conterio (1989)).
Various models exist to explain the function of self-harm behaviours. W h e n intense
and distressing emotions are experienced, and often in the absence of emotional
support, deliberate self-harm can c o m e to fulfil a number of different functions
(Gratz, 2003). S o m e reasons w h y individuals engage in self-harm include: distraction
from emotional pain by causing physical pain, self-punishment, an outlet for worry
and anxiety, to obtain a sense of calm, or to communicate their pain to others or to end
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a dissociative state and feel real by experiencing a physical pain, (Conterio & Lader,
1998; Favazza, 1998).

Deliberate self-harm can help in the short-term management of problematic emotions.
Harming the self m a y decrease the intensity of some emotions and can therefore be
experienced as a strategy that is stress-relieving, enabling individuals to get by and
function in their life. A s well as helping in the regulation of emotions, deliberate selfharm can also help some people control unpleasant self-states, for example
dissociation (feeling disconnected from reality) or depersonalisation (feeling unreal)
(Gratz, 2003). Harming the self can bring an immediate return to the reality of the
m o m e n t and allow them to feel alive. The short-term effectiveness of deliberate selfharm in altering blunted emotions, and helping to ground an individual in the present,
can provide an increased sense of mastery and control, which m a y be important for
individuals w h o feel out of control and powerless to change their circumstances or
experiences (Strong, 2005).

In some circumstances harming the self can be a way of communicating distress that
is not heeded w h e n communicated in words. At other times self-harm can be a means
to influence others, either to care for the person w h o has harmed or to keep others at a
distance (Sutton, 2005). Additionally self-harm can be about delivering punishment
that an individual believes they deserve for being a bad person (Strong, 2005). Often,
more than one function m a y be relevant. For example, cutting the self m a y serve both
to regulate anxiety, communicate pain and to punish oneself. Assumptions therefore
cannot be m a d e about the function of a particular episode of self-harm without
understanding both the behaviour itself and the person w h o has harmed.

For self-harmers, the skin serves multiple functions. It is more than just the outside
covering of body tissue that shields the inner cells and organs and protects the body
against illness and disease. For individuals w h o self harm, it is a defense and barrier
that attempts to attenuate psychological and emotional pain. The skin is the most
sensitive organ in the h u m a n body, it is an organ of communication (Sutton, 2005). It
responds to the most delicate touch. Affection and tenderness can be experienced and
expressed through the skin, but so to can hurt, aches and pains. A s surmised by Strong
"Skin communicates. Skin signals. Skin tells a story" (Strong, 2005, p. 17). T o be
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held, comforted and shown tenderness is a primitive need of all humans. Comforting
tactile experiences assists in the development of a positive sense of self (Gaddini,
1987). The absence of such positive experiences or the addition of abuse and neglect
can lead to individuals feelingfracturedand incomplete, struggling to differentiate
between self and other (Winnicott, 1971). Results from a study by Gratz, Conrad and
Roemer (2002) of 133 college students found that insecure attachment, childhood
separation, emotional neglect (along with sexual abuse and dissociation) were
significant predictors of self-harm.

The occurrence of self-harm is not only isolated to humans. A disturbance in early
attachment bonds in non-human primates has been found to strongly impact on
subsequent development. Studies have shown that animals that experience severe
disruption in parental care early in life m a y consequently employ self-harm
behaviours (Harlow, 1971). In a study on mother-infant bonding in monkeys Harlow
and Harlow (1971) found excessive fear and self-harm resulted w h e n laboratory
monkeys were separated from their mothers in their first year of life. Following the
self-harm episodes, which involved biting, head banging and slapping themselves, the
monkeys appeared to calm down. This description is similar to the pattern that
emerges for individuals w h o self-harm, a feeling of calmness following a self-harm
episode (Favazza et al, 1989).

The rate of self-harm in humans revealed through research varies. This is primarily
due to the inclusion of non-fatal suicidal behaviour statistics (deliberate intent to die)
in the self-harm behaviours data. This study distinguishes between self-harm and
suicidal behaviour, regarding them as two different, albeit connected, phenomenon.
Favazza (1996) estimates the incidence of deliberate self-harm occurs in at least 1
person per 1000 annually. A study of college undergraduates (Gratz, Conrad &
Roemer, 2002) found that 3 8 % endorsed a history of deliberate self-harm, with 1 8 %
reporting having harmed themselves more than 10 times and 1 0 % reporting having
harmed themselves more than 100 times. Self-harm has been found to be more
c o m m o n in females than males, and it tends to begin in adolescence or early
adulthood. Arnold (1995) documents 4 4 % of self-harmers c o m m e n c e this behaviour
during their adolescent years, 3 0 % starting this behavior in childhood, which is before
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age 12, and 2 6 % start self-harming as adults. The behaviours often last for 5-10 years
but can also persist for m u c h longer (Conterio & Lader, 1999).

There are a variety of explanations as to the contributing factors involved in the
development of self-harm behaviours. Studies on self-harm behaviours have found
that individuals w h o engage in self-harm report unusually high rates of histories of
childhood sexual abuse, childhood physical abuse, emotional neglect, insecure
attachment and prolonged separation from caregivers (Gratz et al, 2002; van der Kolk,
Perry & Herman, 1991; Zlotnick, Shea, Pearlstein, Simpson, Costello, & Begin, 1996,
Arnold, 1995; Favazza & Conterio, 1989). It is thought that 7-10% of all psychiatric
patients injure themselves deliberately (van der Kolk et al 1991) however, this figure
m a y be even higher with a study by Zlot, Mattia and Z i m m e r m a n (1999) finding 3 3 %
of psychiatric outpatients engaging in self-harm behaviours.

There are particular psychological problems that have been found to have higher rates
of self-harm behaviours; borderline personality disorder, dissociation, substance abuse
disorders, post-traumatic stress disorder, intermittent explosive disorder, antisocial
personality disorders and eating disorders (Simeon & Hollander, 2001; Zlotnick et al,
1996). Amongst psychiatric patients, individuals diagnosed with Borderline
Personality Disorder ( B P D ) have been found to have the strongest link to self-harm
behaviours.

1.2

Borderline personality disorder

1.2.1 Defining borderline personality disorder

Based on the Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV) the
central characteristics of B P D arefranticefforts to avoid abandonment, unstable
interpersonal relationships, identity disturbance, impulsivity, affective instability,
feelings of emptiness, uncontrollable anger, paranoid ideation, and suicidal or selfinjurious behaviour (American Psychiatric Association, 2001). A n individual must
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have 5 out of 9 diagnostic criteria to be diagnosed with B P D . D u e to there being
numerous combinations possible for a patient to meet the B P D criteria, B P D patients
can have markedly different profiles (McKay, Gavigan & Kulchycky, 2004). B P D has
a prevalence of 0.2% - 1 . 8 % in the general population (Swartz, Blazer, George, &
Winfield, 1990).

1.2.2 Aetiology of borderline personality disorder

The cause of BPD is not entirely known. All theories of BPD acknowledge biological,
genetic, inheritance factors interacting with psychological, social and environmental
stressors (Paris, 1998a; Linehan, 1993; Bateman & Fonagy 2004). This paper will
focus on understanding B P D from a psychosocial perspective, focusing on an
attachment trauma model of B P D . There is a wealth of research that supports poor
attachment (parenting styles) and childhood trauma and abuse as being significant
contributors to the development of B P D (Bateman et al, 2004).

Fonagy, Target, Gergely, Allen and Bateman (2003) suggest a way of understanding
the aetiology of B P D is in terms of the failure of a secure base. A secure attachment
facilitates optimal self-development, which is crucial in developing a child's capacity
for mentalization. Mentalization is the process by which individuals realize that
having a mind mediates their experience of the world, where they have the capacity to
consider what is in their o w n mind and the mind of others. It is linked to the
development of the self and the interaction and formation of relationships with others
(Fonagy, Gergely, Jurist & Target 2003).

An insecure or traumatic attachment in childhood negatively impacts the development
of mentalization, resulting in a diminished capacity to form representations of both
their o w n and others thoughts and inner feelings. This contributes to core aspects of
the symptomology of B P D , including an unstable sense of self, impulsivity, chronic
feelings of emptiness and poor affect regulation (Gergely, Fonagy & Target 2003;
Agrawal, Gunderson, Holmes & Lyons-Ruth 2004). Attachment theory can provide
some assistance in understanding the basis of the interpersonal and intrapersonal
struggles c o m m o n to B P D patients (Levy, 2005).
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Most B P D patients present with a history of attachment trauma (Cohen, Brown &
Smaile, 2001). Early trauma and psychological neglect renders children vulnerable to
subsequent trauma or later maltreatment because of their incapacity to mentalize
distressing experiences. A s a result patients m a y be caught in a cycle of trauma which
further reduces their ability to mentalize. Not being able to mentalize intensifies the
impact of further trauma (Bateman et al, 2004). The occurrence of a limited capacity
to understand ones o w n and others mental states increase the likelihood of a B P D
diagnosis (Fonagy & Target, 1996).

1.3 T h e context: Occurrence of self-harm behaviour in borderline
personality disorder patients

Self-harm behaviour is a significant clinical phenomenon that appears highly related
to B P D . Self-harm has been found to occur in anywhere from 50 to 8 0 % of B P D
patients (Bohus, Limberger, Ebner, Glocker, Schwarz, Wernz & Lieb, 2000; Brodsky,
Cloitre, & Dulit, 1995; Dulit, Fyer, Leon, Brodsky, & Frances, 1994; Shearer, 1994;
Shearer, Peters, Quaytman & W a d m a n , 1988). A study by Dubo, Zanarini, Lewis &
Williams (1997) found approximately 7 9 % of patients with B P D reported a history of
self-harm, which was typically chronic and highly repetitious. In line with other
studies (Favazza & Conterio, 1988, 1989; Pattinson & Kahan, 1983) onset was most
c o m m o n in late adolescent and early adulthood; however 5 % of B P D patients
commenced self-harming in early childhood (0 to 5 years).

Numerous clinicians have highlighted patterns of self-harm behaviour and its relation
to B P D (Linehan, 1993; Sansone, Wiederman & Sansone, 1998). Gunderson and
Singer (1975), for example, noted that impulsivity and self-harm behaviour were the
characteristics most commonly and consistently associated with B P D , and M a c k
(1975) referred to self-harm behaviour as the behavioural specialty for individuals
with B P D .
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Self-harm behaviours in B P D patients serves an important m o o d regulatory function
(Kemperman, Russ & Shearin, 1997). Seligman (1998) examined the phenomenology
of self-harm behaviours from the viewpoint of w o m e n diagnosed with B P D w h o
repeatedly self-harm. Self-harm was reported as assisting in the release of unbearable
tension and helped patients to continue to function and tolerate their every day
struggles. B P D patients have also stated that self-harm was to express anger, punish
oneself, generate normal feelings and distract oneself (Brown, Comtois & Linehan,
2002; Favazza 1992). M a n y B P D patients describing feeling better and calmer
following a self-harm episode (Whewell, Lingam & Chilton, 2004; Favazza, 1992;
K e m p e r m a n et al 1997).

As previously noted, there is no one single model that is able to explain the aetiology
of B P D , nor a model that accounts for all self-harm behaviours. It is proposed that the
occurrence of self-harm in B P D patients is associated with trauma and an insecurefearful adult attachment style. The central features of the fearful style is having a
negative sense of self-worth, perceiving others as untrustworthy, being socially
avoidant and feeling that relationships are not satisfying (Hazan & Shaver, 1987). In
brief, they have a negative view of self and other.

Interpersonal problems are one of the struggles for BPD patients. A theoretical
framework that assists in understanding the role and development of interpersonal
relationships and the bonds individuals have with each other is attachment theory
(Hazan & Shaver, 1987). This theory assists in explaining "human behaviour from the
cradle to the grave" (Bowlby 1969 p. 129). The assumption is that h o w an individual
forms an emotional attachment to other individuals is primarily developed during
infancy and early childhood. Poor and insecure attachments and the existence of
childhood traumas can be factors that influence the development of personality
disorders, such as B P D (Bateman et al, 2004). A further consequence of poor
attachment and early trauma is an inability to develop good coping strategies and a
failure to regulate ones emotions. Having no appropriate emotional outlet m a y result
in a tendency for individuals to control their affect via means of self-harm.

Although self-harm is a common characteristic of BPD patients, not all BPD patients
self-harm. There is limited empirical data that offers an explanation as to what

15

distinguishes the two groups of B P D patients, i.e. those w h o self-harm and those w h o
do not. Five studies to date have compared and investigated B P D patients w h o selfharm and those w h o do not. M c K a y et al (2004) compared 48 female inpatients with
B P D w h o engaged in self-harm behaviours (n=30) and those w h o did not engage in
self-harm (n=18). Patients with B P D w h o self-harmed were found to differ from
patients w h o did not self-harm on several dimensions of social skills. Those w h o selfharmed were found to have relatively poorer skills in both expressing and
understanding non-verbal communication. A further differing quality between the two
groups w a s in terms of their identification with sex role stereotypes. The self-harming
group was found to identify less with either masculine or feminine sex roles, perhaps
reflecting a higher degree of identify confusion, whereas those w h o did not self-harm
identified more with the masculine sex role. The conclusions that can be drawn from
this study are restricted by its scope. The purpose of this study was to better
understand social skills functioning and gender role affiliation in B P D rather than
self-harm behaviours. The generalisability of this study to other B P D patients is
limited due to the use of all female inpatients with a high degree of psychological
disturbance.

Dulit et al (1994) conducted a study involving 124 inpatients diagnosed with BPD.
They were seeking to assess the relationship between self-harm behaviours and other
clinical variables. They divided their patients into three groups, non-mutilators
(n=62), infrequent mutilators (those w h o had self-harmed fewer thanfivetimes)
(n=23) and frequent mutilators (those w h o self harmed more than five times) (n=39).
The significantfindingswere thatfrequentmutilators were more likely to be in
outpatient treatment and they were more likely to have an Axis I diagnosis of major
depression, anorexia nervosa and bulimia nervosa. N u m b e r of prior suicide attempts
and acute suicide ideation were associated withfrequentself-harm B P D patients when
compared to non-self-harm patients. Further findings by Dulit et al (1994) was that
frequent self-mutilators had less sexual activity and less interest in sex than both other
groups, suggesting self-mutilators m a y have problems with their sexuality. They
suggest this raises the possibility that frequent mutilators m a y also have higher rates
of child sexual abuse; however data to support this was not included in the study. The
cross sectional nature of this study does not allow for conclusions about causality. A
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selection bias associated with hospitalized patients m a y limit the generalisability to all
self-harming B P D patients.

A study by Fowler, Hilsenroth and Nolan (2000) compared BPD self-harm inpatients
(n=48) to no self-harm patients (n=42) using Rorschach protocols. Eligibility for this
study required a 6-month hospital stay and an act of self-mutilation had to occur
within 60 days following administration of the Rorschach to ensure temporal
relevance of the data. The findings were that self-harm patients exhibited higher
process aggression, severe boundary disturbance, defensive idealization and splitting
compared to no self-harm B P D patients. The limitations of this study are its use of
projective tests and the nongeneralisability of B P D inpatients to outpatients.

Soloff, Lis, Kelly, Cornelius and Ulrich (1994) compared 56 self-harm BPD
inpatients with 40 no self-harm B P D patients. Self-harm B P D inpatients were found
to be significantly younger, more symptomatic, had more serious suicide ideation and
more recent suicide attempts. They also had more manipulative suicide threat or
effort, depersonalization and drug free hallucinations and delusions than non selfharm patients. T h e difference between self-harmer inpatients and no self-harm
inpatients tends to be one more of degree rather than substance. Thesefindingsraise
the issue as to whether there is a biological or psychosocial etiology specific to selfharm behaviours and contributing to overall severity of B P D . This study, as with the
others, based their findings on an inpatient B P D population.

Shearer (1994) found 66% out of 62 female BPD inpatients self-harmed. Self-harm
patients were found to be of a younger age, have a lower G A F , were never married
and had concomitant personality disorders. Factors such as history of child sexual
assault, P T S D and dissociation were not found as predictors of self-harm behaviours.

17

1.4 Factors related to self-harm behaviour

1.4.1

Attachment and interpersonal problems

Attachment theory dates back half a century. Bowlby (1969) was a leading advocate
for the effect of early relationships on child development. A nurturing, intimate and
comforting relationship with a caregiver w a s believed to provide a 'secure base' for a
child to leam about themselves, others and explore the world. This positive
experience then provides a template for future interpersonal relationships. Children
w h o are treated with love and care leam and develop the ability to regulate their
emotions in healthy ways. W h e n a child is distressed, a parent that is emotionally insync with their child, whilst feeling their child's discomfort, is able to remain calm
and soothe their child (Bateman et al 2004). Through reciprocal interchanges, the
parent actively creates in the child a psychobiological state similar to their own. This
early co-regulation of stressful events has life-long benefits, directly influencing the
child's stress response system (Stein & Kendall, 2004).

A study by Kimball (2004) found that attachment styles are significantly related to
affect regulation in adults. Secure attachment is associated with the use of
interpersonal and emotionally expressive affect regulation strategies. It was found that
insecure attachments were associated with somatic/self-destructive/isolated affect
regulation and anxious attachment, in particular it was liked to self-harm behaviours.
A study on attachment by Levine (2002) found B P D patients w h o on shifting from
insecure to secure states of mind in respect to attachment experienced a significant
decrease in their levels of distress and self-destructive behaviour. T h e research tends
to indicate that attachment problems play a central role in self-harm behaviours.
Research has found 20% to 40% of BPD patients have experienced traumatic
childhood separations from one or both parents. It is not the separation per se but the
nature of the separation and the attachment relationship that creates a greater
vulnerability to the development of B P D (Zittel & Westen, 1998). Poor attachment
often impacts on the quality of interpersonal relationships. B P D patient's
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interpersonal relationships are often marked by discomfort, distress and pain. In order
to cope patients m a y rum to self-harm behaviours. Bateman et al (2004) found selfharm is often a response to relationship conflict or feelings of loss.

1.4.2

Co-morbidity

Numerous studies have found a link between eating disorders and self-harm (Favazza
et al, 1989; Welch, & Fairbum, 1996; Dohn, Striegel-Moore, Wilfley, Pike, Hook &
Fairbum, 2002; Sansone et al, 1994; Jarvis & Copeland, 1997; & Anderson Joyce,
Carter, Mcintosh & Bulik, 2002) and substance abuse and self-harm (Welch et al,
1996; Dohn, et al, 2002; Sansone, Fine, Nunn, 1994; Hawton, Rodham, Evans, &
Weatherall, 2002; Jarvis et al, 19997; & Schwartz, Richard, Hoffman & Meeks et al,
1989).

Patients with eating disorders are at high risk for self- harm (Favazza et al, 1989).
study involving 240 self-referred habitual self-harmers, 6 2 % reported an eating
disorder (Favazza, et al, 1989). Self-harm has been identified as a clinical feature in at
least a subgroup of w o m e n with bulimia nervous (Anderson, Carter, Mcintosh, Joyce
& Bulik 2002).) Eating disorders has been found to be strongly associated with
frequent self-harm behaviours (Dulit et al, 1994; Favazza et al, 1989; Simeon,
Stanley, Frances, M a n n , Winchel & Stanley, 1992), indicting careful assessment for
eating disorders is needed for any patient w h o self-harms.

A study by Dohn et al, (2002) evaluated self-harm behaviours and substance use
among 215 w o m e n with either bulimia nervosa or binge eating disorder. It was found
that rates of self-harm and substance use were highly elevated among w o m e n with a
history of sexual or physical abuse. A further study comparing eating disorder patients
to substance abuse patients and co-morbid eating disorders/substance abuse patients
found that w o m e n in the co-morbid group were more likely to be classified as having
B P D and having a significantly higher number of self-destructive behaviours
(Sansone, Fine, Nunn, 1994).
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Jarvis et al, (1997) explored the association between child sexual abuse and drug and
alcohol abuse. O f the patients in treatment for drug and alcohol abuse, those w h o
revealed histories of childhood sexual abuse were the ones w h o had higher rates of
self-harm behaviours, eating disorders and sexual dysfunction. A study by Schwartz
et al, (1989) found that among a group of 85 adolescent females in treatment for drug
and alcohol abuse, 4 8 % stated they had deliberately self-harmed on more than one
occasion (without suicidal intent) and 3 6 % had done so more than 6 times.

Substance abuse, eating disorders and self-harm behaviors are all evidence of poor
self-regulation. These maladaptive strategies are often attempts to reduce distress and
m a y work for patients in the short-term. A diversity of research has linked each of
these forms of self-destruction to histories of attachment trauma (Allen, 2004).

1.4.3 Trauma history

A huge proportion of studies have found a relationship between childhood sexual
abuse and self-harm behaviours (van der Kolk, et al, 1991; Zweig-Frank, Paris &
Gudzder, 1994; Green, 1978; Favazza et al, 1989; Boudewyn & Liem, 1995, Turrell
& Armsworth, 2000; Sansone, Gaither & Songer, 2002; D u b o et al, 1997, Gratz,et al
2002; Wiederman, Sansone & Sansone, 1999; D o h n et al, 2002; & Jarvis et al, 1997).

Between 40 to 71% of BPD patients report experiencing some type of sexual abuse
during childhood and/or adolescence. D u b o et al (1997) conducted a study
investigating childhood antecedents of self-destructiveness in B P D . Approximately
7 9 % of the 42 B P D patients reported a history of self-harm behaviours, with onset
mostfrequentlyoccurring in adolescence. It was found that parental sexual abuse and
neglect played a role in the etiology of self-harm behaviours in B P D . Sexual abuse by
caregivers was highly predictive of self-harm behaviours, but parental emotional
neglect emerged as the strongest predictor of self-harm behaviour.

Wiederman et al (1999) explored the relationship between five forms of childhood
abuse and trauma and self-harm among 147 w o m e n . The results found that sexual
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abuse; physical abuse and witnessing violence were uniquely related to an increased
likelihood of self-harm.

Several studies have found a strong correlation between childhood sexual abuse and
self-harm behaviours. Green (1978) found that 4 1 % of a group of physically and
sexually abused children engaged in self-harm behaviours, namely head banging,
biting, burning and cutting. In a study by Favazza et al (1989) 6 2 % of female habitual
self-harmers reported experiencing sexual and/or physical abuse at an early age.
Rosenthal and Rosenthal (1984) found children as young as 2 lA to 5 years of age w h o
had been victims of abuse and neglect had a decreased sensitivity to pain, self-harmed
and had suicidal thoughts and behaviours.

In a longitudinal study (van der Kolk et al, 1991) involving 74 psychiatric patients,
38%) reported self-harm behaviours (cutting). O f these, 7 9 % gave histories of
significant childhood trauma and 8 9 % reported disturbances in parental care. Histories
of childhood sexual abuse as well as parental neglect and separations were associated
with a variety of self-harm behaviours in adulthood. The age at which a trauma occurs
was found to play a role in the intensity and frequency of self-harm behaviours; the
earlier the trauma the more cutting. This suggests that both psychological and
biological maturity m a y play a role in h o w an individual interprets and copes with
abuse and neglect. Disturbances or trauma in childhood m a y have long-term
consequences on self-regulation.

Several studies attempted to determine whether particular characteristics of childhood
sexual abuse placed individuals at greater risk for engaging in self-harm as an adult. It
was found that more severe, more frequent, or a longer duration of sexual abuse was
associated with an increased of engaging in self- harm in ones adult years (Boudewyn
et al, 1995; Turell et al, 2000). This is consistent with thefindingsof van der Kolk et
al (1991) which suggest that the lack of early parental emotional responsiveness and
protection play an important role in the failure of patients with B P D to develop
affective modulation, leading to chronic self-harm behaviours.
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1.4.4

Dissociation

Dissociation is a c o m m o n feature of individuals w h o self-harm. Numerous studies
have confirmed the link between self-harm and dissociation (Brodsky et al, 1995;
Connors, 1996; Osuch Noll, Putnam, 1999; van der Kolk, et al, 1991; Zlotnick et al,
1996 & Turrell et al, 2000). Patients w h o dissociate unconsciously disengage or
psychologically 'split-off from their thoughts or from being mentally present in a
situation. This is more likely to occur during times of trauma in an attempt to cope
with overwhelming thoughts, feelings and sensations. Although adaptive at the time,
m a n y traumatized individuals continue to dissociate as a w a y of dealing with
flashbacks or other stressful experiences. Anywhere from 3 0 - 8 4 % of B P D patients
describe experiencing depersonalization and derealisation (Dahl, 1987; Frances 1984).

BPD patients report feeling numb and 'dead' prior to harming themselves, many do
not feel the pain they self inflict (Kemperman et al 1997) and most patients describe
feeling a sense of relief afterwards (Pattinson & Kahan 1983; Demitrack, Putnam,
Brewerton, Brandt & Gold 1990). Self-harm seems to assist in ending the dissociation
and help an individual feel 'something' by minimizing the feeling of deadness.
In a study by Brodsky et al, (1995) high levels of dissociation, self-harm and
childhood abuse was found in female B P D inpatients. Patients w h o self-harmed had
higher levels of dissociation than those that did not self-harm. The frequency of
self-harm, abuse history, depressive symptoms and global severity of
psychopathology were all independently related to dissociation, however self-harm
was the strongest predictor of dissociative experiences. However, due to the data from
this study being correlational it does not allow for cause and effect. It is unclear
whether dissociation and self-mutilation co-occur as ways of dealing with intolerable
negative feelings, or if self-mutilation is a response to dissociative experiences.

Low, Jones, MacLeod, Power and Duggan (2000) compared a group of 50 female
inpatients, dividing them into non-self-harmers, infrequent self-harmers and frequent
self-harmers. Their score on the Dissociative Experiences Scale best separated the
three groups of patients, with thefrequentharmers scoring the highest.
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V a n der Kolk et al (1991) also examined the role of dissociation in self-harm
behaviours. Constant dissociation is found to be directly associated with cutting.
Although dissociation provides protection from overwhelming affects, it also results
in a lack of sensation and feeling, disconnection from others and of internal
disintegration. Self-harm m a y therefore be an attempt to ameliorate the discomfort of
the dissociative phenomena.

1.4.5

Impulsive control

Impulsive behaviour is very common in patients with BPD. It is one of the criteria in
the D S M - I V towards the diagnosis of B P D . There are numerous ways a B P D patient
can behave impulsively, such as binge eating, uncontrollable gambling, reckless
spending, sexual promiscuity or excessive drinking and drug use. Although self-harm
can be interpreted as being an impulsive act, in that it often becomes an automatic
reflex response to any sort of stress, if is not one of the impulsive self-damaging
behaviours identified to meet the criteria for impulsivity.

Several studies have found an association between impulsivity and self-harm
behaviours (Hawton, Rodham, Evans & Weatherall, 2002; Davis et al, 1997; &
Rodham, Hawton & Evans, 2004), where patients w h o engage in a variety of
impulsive behaviours are also more likely to be self-harmers.

Rodham, et al (2004) compared the motives and premeditation between adolescent
deliberate self-poisoners and self-harmers (who did not have the intention to die). The
findings revealed that the motives and the reasons for the behaviours were very
different. Self-harm behaviours were impulsive in nature, with 5 0 % of the selfharmers thinking about doing the act less than half an hour beforehand. In an earlier
study on self-harm amongst adolescents Hawton, et al (2002) found that one of the
factors linked to self-harm in adolescent females was impulsivity. Other related
variables to self-harm were self-harm amongst family and friends, drug misuse,
depression, and low self esteem.
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Impulsive behaviour, like self-harm behaviours, appears to follow episodes of
emotional distress in interpersonal relationships. Both types of behaviours appear to
be attempts to ameliorate overwhelming and unbearable emotional states, whether for
purposes of distraction or to reduce or block their distressing and unpleasant feelings.

In conclusion, there have only been five studies to date that have been conducted
comparing self-harm versus no-self harm specific to patients with borderline
personality disorder ( M c K a y et al, 2004; Dulit et al, 1994; Fowler et al, 2000; Soloff
et al, 1994; & Shearer 1994). O f those studies, some had small sample groups, some
had all female patients and all were based on an inpatient population. This limits the
generalisability of the findings to self-harming borderline patients in the community.
A further limiting feature was several studies use of non-standardised tests. The
design and findings of these studies were not strongly linked to theoretical
foundations and did not allow for conclusions about causality or aetiology of selfharming behaviour in borderline patients.

1.5 Current study: Aims and hypotheses

1.5.1 Aim of current study

The present study aims to contribute to both the borderline personality disorder and
self-harm behaviours literature. T h e study aims to address several gaps in the
literature, identified below, by exploring the factors that distinguish those borderline
patients w h o self-harm from those w h o do not, and of those w h o do,
what distinguishes those w h o self-harm lessfrequentlyfrom those w h o
self-harm often. This will then be linked to possible casual, aetiological and
theoretical foundations so it can contribute to m u c h needed treatment development.

The perspective taken for studying self-harm behaviours in borderline personality
disorder patients is an attachment-trauma model. There is little research investigating
and linking the concepts of attachment and self-harm in patients with B P D . There is

extensive research on attachment issues in B P D patients, but not in the context of
their self-harm behaviours.
Two studies have been developed: Study 1 is a quantitative study comparing BPD
patients w h o self-harm to B P D patients w h o do not self-harm. The measures that will
be investigated are attachment/interpersonal problems, co-morbidity, trauma history,
dissociation and impulsivity. Study 2 is a qualitative study that will explore the
function of self-harm behaviours through in-depth interviews and then analysed using
interpretive phenomenological analysis.
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1.5.2

Study 1 - Quantitative study

This study has one central Research Question and five associated hypotheses. These
are presented in Table 1 and discussed in detail in the following table.
Table 1: The one major research question of the thesis and the associated five
hypotheses
Research Question 1: D o B P D Patients w h o self-harm differ from B P D patients
w h o do not self-harm? If there are differences, are there identifiable correlates
for B P D patients w h o self-harm in the areas of interpersonal problems,
co-morbidity, trauma history, dissociation and impulse control?
Factor One: Attachment and interpersonal problems
Hypothesis One:
i)
B P D patients w h o self-harm will have more interpersonal difficulties
ii)
B P D patients w h o self-harm will report more problematic/disrupted adult
attachment
iii)
B P D patients w h o self-harm will be morel likely to present with a fearful
attachment style

Factor Two: Co-morbidity
Hypothesis Two:
i)
B P D patients w h o self-harm will have more co-morbid diagnoses than
B P D patients w h o do not self-harm.
ii)
T w o of the Axis 1 diagnoses that self-harm B P D patients are more likely
to have are eating disorder and substance dependence.

Factor Three: Trauma history
Hypothesis Three: It is expected that BPD patients who self-harm are more likely to
report a history that involves child sexual abuse.

Factor Four: Dissociation
Hypothesis Four: BPD patients who self-harm will record higher levels of
dissociation than B P D patients w h o do not self-harm.

Factor Five: Impulse control
Hypothesis Five: It is proposed that BPD patients who self-harm have more problems
with impulsivity than those w h o do not self-harm

Research Question 1: Research Question 1: D o B P D Patients w h o self-harm differ
from B P D patients w h o do not self-harm? If there are differences, are there
identifiable correlates for B P D patients w h o self-harm in the areas of interpersonal
problems, co morbidity, trauma history, dissociation and impulse control?

Factor One: Attachment and interpersonal problems
Hypothesis One:
i)

BPD patients who self-harm will have more interpersonal difficulties

ii)

BPD patients who self-harm will report more problematic/disrupted
adult attachment

iii)

BPD patients who self-harm will be more likely to present with a
fearful attachment style

The interpersonal context of self-harm has had minimal research. Often self-harm can
be perceived by others as a 'manipulative behaviour', in that it m a y be for the purpose
of attention or a form of coercion. Osuch et al (1999) stated self-harm can be for the
purpose of retribution or a cry for help. Limited attention however is directed on the
'internal experience of the client' (Leibenluft, Gardner & Cowdry, 1987).

Deliberate self-harm is not a phenomena exclusive to humans. Favazza (1987) has
described self-harm behaviours in animals that bite and scratch themselves w h e n they
feel fear or anxiety. This emotional state, directly related to social situations, m a y
often be the context and condition that bring about self-harm in humans also. This
hypothesis is exploratory in trying to identify and understand more of the internal
experience of the B P D self-harm patient. Attachment and interpersonal problems,
particularly having fears of abandonment, is predicted to have links with self-harm
behaviours for B P D patients.
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Factor Two: Co-morbidity
Hypothesis Two:
i)

BPD patients who self-harm will have more co-morbid diagnoses than
BPD patients who do not self-harm.

ii)

Two of the Axis 1 diagnoses that self-harm BPD patients are more likely to
have are an eating disorder and substance dependence.

Studies by Simeon et al (2001) and Zlotnick et al (1996) identified higher rates of
psychological problems for individuals w h o self-harm. The phenomenon of self-harm
has been linked most closely with the diagnosis of B P D (Linehan, 1993; Sansone et
al, 1998, Seligman, 1998). Other diagnosis that has been found to have high
proportions of patients w h o self-harm include eating disorders (Favazza et al, 1998;
Anderson et al, 2002 & D o h n et al 2002) and substance dependence (Schwartz et al
1989, Sansone, 1994). Hypothesis T w o ii) aims to explore the relationship between
self-harm in B P D and other 'self-destructive' behaviours, that being eating disorders
and substance dependence in line with previous research.

Factor Three: Trauma history
Hypothesis Three: It is expected that BPD patients who self-harm are more likely to
report a history that involves child sexual abuse.

Previous studies have identified a relationship between self-harm and child sexual
abuse (Boudewyn et al, 1995; Turell et al, 2000, Sansone, et al 2002; Green, 1978,
Favazza et al, 1989 & van der Kolk et al, 1987) and B P D and child sexual abuse (van
der Kolk, 1991 & D u b o et al, 1997). Whilst a study by Shearer (1994) did notfinda
correlation between B P D patiens w h o self-harm and child sexual assault, findings
from a study by D u b o et al (1997) indicated a relationship m a y exist between child
sexual abuse histories and self-harm in B P D patients. This hypothesis aims to
investigate whether patients w h o self harm are more likely to have histories of child
sexual abuse.

28

Factor Four: Dissociation
Hypothesis Four: BPD patients who self-harm will record higher levels of
dissociation than BPD patients who do not self-harm.

There is some concensus in past studies that a relationship exists between self-harm
behaviours and dissociation (Van der Kolk et al, 1991; L o w et al 2000) and
dissociation and B P D (Dahl 1987). Dissociation is a c o m m o n feature of individuals
w h o self-harm. Brodsky et al, (1995) found patients w h o self mutilated had higher
levels of dissociation than those that did not self-mutilate. In line with this, ZweigFrank, et al (1994) also found a link between dissociation and self-harm behaviours.
There have been limited studies however on dissociation and its relationship
specifically to B P D patients w h o self-harm. This research question aims to investigate
and establish further whether dissociation plays a role in the self-harm behaviours of
B P D patients.

Factor Five: Impulse control
Hypothesis Five: It is proposed that BPD patients who self-harm have more problems
with impulsivity than those who do not self-harm

Impulsivity is one factor that appears in several research findings as having links to
self-harm (Hawton et al 2002; & R o d h a m et al 2004). Impulsivity can also be a factor
in B P D , being one of the criteria toward the diagnosis of B P D . This hypothesis aims
to explore whether there is an association between impulsivity and self-harm in B P D
patients.
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1.5.3 Study 2 - Qualitative study

This study has two central Research Questions. These are presented in Table 2 and
discussed in detail below.

Table 2: T w o major research questions
Research Question 2: W h a t do B P D patients w h o self-harm see as the function of
their self-harming behaviour? There are m a n y reasons individuals in general selfharm, but for B P D patients, is there a particular role that self-harm serves?
Research Question 3: Do the correlates of self-harm behaviour in BPD patients
found in study one match B P D patients o w n responses and insights into their
behaviour? Can the combination of correlates and B P D patients understanding of their
use of self-harm behaviour offer assistance in the development of improved treatment
for this patient group.

Research Question 2: W h a t do B P D patients w h o self-harm see as the function of
their self-harming behaviour? There are many reasons individuals in general selfharm, but for BPD patients, is there a particular role that self-harm serves?

There is extensive clinical research on self-harm that bears out numerous reasons w h y
an individual may self-harm. Valuable information can be obtained via direct contact
with those who self-harm. Whilst BPD patients may struggle to fully comprehend and
understand their behaviour, their accounts can often shed much light on the function
and internal motivations of their self-harm behaviour.
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Research Question 3: D o the correlates of self-harm behaviour in B P D patients
found in study one match B P D patients o w n responses and insights into their
behaviour? C a n the combination of correlates and B P D patients understanding of their
use of self-harm behaviour offer assistance in the development of improved treatment
for this patient group.

The use of case studies is hoped to be particularly useful in supporting or extending
findings from the quantitative research (study one). From a therapist's perspective,
conducting therapy with self-harm patients presents m a n y challenges. It is essential
that the patient's world is explored and understood. Treatment can only be effective if
it is grounded in the idiosyncratic and personal meaning attributed to the function
served by this 'harmful' form of coping. It is unlikely that one treatment is a panacea.
Being armed with both clinical studies and individual accounts of self-harm behaviour
can only serve to strengthen treatment strategies.
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Chapter 2:
Study 1: Quantitative study comparing B P D patients w h o
self-harm with those w h o do not

2.1 Method

2.1.1 Participants
The sample comprised of 69 consecutively referred borderline personality disorder
( B P D ) patients that were accepted as meeting the criteria for the Affect Regulation
Clinic ( A R C ) . Participants were referred to A R C for assessment by general
practitioners, treating psychiatrists, treating psychologists, accident and emergency
department Wollongong Hospital, community health centres or were self-referrals.
Participation in the study was voluntary. Explicit written informed consent was
required to be part of the study. Participants were informed that non-consent did not
exclude them from involvement in the A R C program, however all participants gave
their approval to be involved. All participants w h o received a diagnosis of B P D ,
according to the Diagnostic and Statistical Manual, Fourth Edition (DSM-IV, A P A ,
1994), and gave informed consent have been included in the study.

2.1.1.1 Affect Regulation Clinic

ARC is a collaborative program which operates under the supervision of the
University of Wollongong and the Specialist Psychological Services (SPS). S P S is
part of the Northern Community Mental Heath Service, South-Eastern Sydney
Illawarra Area Health Service, N e w South Wales, Australia.

ARC is a program designed and established to assess and treat patients who meet the
criteria for B P D . It is an outpatient clinic. A R C is a specialist therapeutic program that
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offers empirically validated treatments in the form of both individual and group
therapy. Assessments and group therapy is conducted at SPS, there is no fee for these
services. T h e staff at S P S comprise of clinical psychologists. Individual therapy
contracts are for 12 months at a time, taking place at Northfields Clinic, University of
Wollongong for a minimal fee. Therapy is provided to B P D patients at Northfields
Clinic, University of Wollongong by Doctorate (DPsyc) and P h D (Clinical
Psychology) clinicians. Those participants deemed eligible for A R C , following an
assessment, are placed on a waitlist register until a position becomes available.

ARC is an integrated treatment model involving the services of SPS, Community
Mental Health Teams, Private Psychiatrists, Lifeline, General Practitioners and the
University of Wollongong. Effective treatment relies upon a relationship between the
service providers, which is coordinated by a weekly team meeting.

2.1.2 Procedure

All participants gave written consent following Institutional Board Approval for the
research.

All referrals are made to the Northern Community Mental Health Service intake
worker, either by phone or in writing. The Northern Community Mental Health Acute
Care Team, which is staffed by clinical psychologist and psychiatric nurses, contact
the patient by phone to ascertain additional information, identify any crisis or urgent
needs and to arrange a h o m e visit for purposes of making a preliminary assessment.
All information obtained at this preliminary assessment is reviewed at the weekly
intake meeting, where S P S staff are present. If considered an appropriate referral, the
patient is contacted by phone and/or letter and offered an appointment at S P S to be
assessed for suitability for the A R C program. Patients are informed the assessment
can take up to four hours

Prior to commencement of the assessment, patients are informed in detail both
verbally and via a written information sheet about the study and asked whether their
responses can be utilised for purposes of research. They are encouraged to ask
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questions and clarify any issues this m a y bring up for them. If patients agree, written
consent is obtained. The consent form is also read by the participant, or can be read
out to patients if required. It is highlighted that non-consent will in no w a y jeopardises
their involvement in the program. All those assessed gave consent. N o n e withdrew
consent during the duration of the study.

Two doctoral-level clinical psychologists who were well trained in the assessment and
treatment of B P D conducted the A R C assessment interviews together with the client.
O n e conducted the face-to-face S C I D interview, whilst the other observed the
interview and took detailed notes and asked additional questions w h e n diagnostic
issues need clarifying. The initial assessment takes approximately 2 hours, which
comprises of obtaining demographic information, the clients view of their presenting
problem/s, and past treatment history. Participants are then administered the
Structured Clinical Interview for D S M - I V Axis I Disorders (SCID-I) and Axis II
Disorders (SCID-II) for Borderline Personality Disorder (First, Spitzer, Gibbon, &
Williams, 1995). For participants w h o endorse question S C I D 97 and/or S C I D 98
(suicidal and self-harm) during the SCID-II B P D screen, the Parasuicidal History
Inventory - 2 (PHI - 2, Linehan, Head, B r o w n & Wagner, 2001) is administered.

Following this interview, participants are then given a half to one-hour break. The two
psychologists then consulted each other about their observations to reach a consensus,
before then consulting with two independent clinical psychologist supervisors w h o rechecked the diagnoses. This consultation occurred whilst the participant was still
attending the clinic, so that further follow-up questions could be asked if there was
uncertainty about a particular clinical picture or criteria. Those w h o do not meet B P D
criteria are presented with treatment options, other than the A R C program, that would
best suit their needs. Clients, w h o meet the B P D criteria, take part in a further two to
three hour assessment, which involves obtaining a social and developmental history
and the completion of self-report questionnaires. These questionnaires include the
Dissociative Experiences Scale (DES, Carlson & Putnam, 1993), the Relationship
Questionnaire (RQ, Bartholomew & Horowitz, 1991) and the Inventory of
Interpersonal Problems (IIP, Horowitz, Rosenburg, Baer, Ureno, & Villasenor, 1988).
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All clinical psychologists involved in the assessment are part of the A R C
professional team that meet weekly for group supervision, which is led by Associate
Professor Brin Grenyer w h o established A R C in the Illawarra. A/Prof Grenyer has
had international training in the assessment and treatment of personality disorders.

2.1.2.1 Separation of suicidal and self-harm behaviours

The SCID-II borderline screen, question 97 " In the last 6 months have you ever tried
to hurt or kill yourself or threatened to do so" and question 98 "In the last 6 months
have you ever cut, burned, or scratched yourself on purpose" assisted in separating
suicidal threats /behaviour from self-harming behaviours. Patients responding 'yes' to
question S C I D 98 were considered to be self-harmers in the context of interview
responses confirming this feature.

The characteristics and details about the suicidal and self-harm behaviour were further
assessed via the administration of the PHI-2. Numerous patients endorsed 'Yes' to
question S C I D 97 and 98, indicating they have been suicidal and have self-harmed in
the last six months. For purposes of this study only information relating to the
self-harming events, not the suicidal behaviour, were utilised.

2.1.3 Measures

The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) and Axis II
Disorders (SCID-II) (First, Spitzer, Gibbon, & Williams, 1995). The SCID-I is a
semi-structured interview for making the major D S M - I V Axis I diagnoses. The SCIDI is divided into six self-contained modules that can be administered in sequence:
m o o d episodes; psychotic symptoms; psychotic disorders; m o o d disorders; substance
use disorders; and anxiety, adjustment, and other disorders. The SCID-II is a semistructured interview for making D S M - I V Axis II (Personality Disorder) diagnoses.
The instrument is designed to be administered by a clinician or trained mental health
professional. The D S M - I V taskforce authors developed the S C I D to be an
operationalisation instrument of the D S M - I V for interviewers.
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Global Assessment of Relational Functioning (GARF) Scale
The Global Assessment of Relational Functioning ( G A R F ) Scale has been
incorporated into the D S M - I V as a form of relational diagnosis. T h e interviewing
clinician is to determine an overall judgement of the functioning of the patient in
relation to their family or other ongoing relationships. The areas of assessment are a)
problem solving skills - negotiating goals, rules, and routines, adaptability to stress,
communication skills, ability to resolve conflict; b) organization - maintenance of
interpersonal roles and subsystem boundaries, hierarchical functioning, coalitions and
distribution of power, control, and responsibility; C ) emotional climate - tone and
range of feelings, quality of caring, empathy, involvement, and
attachment/commitment, sharing of values, mutual affective responsiveness, respect,
and regard, quality of sexual functioning. The patients functioning is rated on a scale
from 1 - 1 0 0 , with the lower the score given, the more relational dysfunction. Several
studies have found the G A R F to have good interrafer reliability and good construct
validity in community settings. It is regarded as a reliable tool for assessing relational
functioning (Rosen, McCollum, Middleton, Locke, & Bird, 1997 & Ross & Doherty,
2001).

The Parasuicide History Inventory - 2 (PHI-2):(Linehan, Head, Brown, & Wagner,
2001) is a detailed semi-structured interview that obtains information on the number,
medical severity, intent, consequences and circumstances of each parasuicidal
episode. This instrument assesses suicide attempts as well as intentional self-harm
behaviour such as cutting, burning, bitting, scratching, head banging and choking. The
instrument is used to facilitate the respondent's detailed description of each event and
the psychological and instrumental effects intended and obtained from the behaviour.
A Medical Risk Assessment score is obtained, rating the patient 1 -7 on severity. The
PHI-2 has recently been renamed the Suicide Attempt and Self-Injury Interview
(SASH). It has been found to have very good interrater reliability and adequate
validity (Linehan, Comtois, Brown, Heard & Wagner, 2006).
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Dissociative Experiences Scale (DES); (Carlson & Putnam, 1993) The Dissociate
Experiences Scale ( D E S ) is a brief self-report questionnaire designed to identify
patients with dissociative pathology and to provide a means of quantifying
dissociative experiences. The scale taps abroad range of dissociative experiences
including disturbances in memory, identity and cognition, and feelings of
derealization, depersonalisation, absorption, and imaginative involvement. The scale
includes statements about nonpathological dissociation as well as more pathological
forms The scale was developed to provide a reliable, valid, and convenient w a y to
quantify dissociative experiences, with respondents indicating the percentage of time
they have each experience. D u e to the general wording of the questions, the responses
obtained are reliable and stable over time. Reliability testing of the scale has found
that the scale had good test-retest and good split-half reliability. Item-scale score
correlations have been found to be significant, indicating good internal consistency
and construct validity (Bernstein & Putnam, 1986; & Carlson, Putnam, Ross, Torem,
Coons, Dill, Loewenstein & Braun, 1993)

Relationship Questionnaire (RQ);(Bartholomew & Horowitz, 1991). The R Q is a
single item measure m a d e up of four short paragraphs, each describing a prototypical
attachment pattern as it applies in close adult peer relationships. Participants are
asked to rate their degree of correspondence to each prototype on a scale stating 'not
at all like m e ' to 'very m u c h like m e ' on a scale of 1 to 100. These ratings (or
"scores") provide a profile of an individual's attachment feelings and behaviour. The
four attachment patterns are secure, preoccupied, fearful and dismissive. The four
attachment patterns are defined in terms of two dimensions: positivity of a person's
model of self and positivity of a person's model of others. Secure attachment is
characterised b y the combination of a positive self-model and a positive model of
others. Preoccupied attachment is characterised by a negative self-model and a
positive model of others. Fearful attachment is characterised by negative self and
other models. Dismissing attachment is characterised by a positive self-model and a
negative model of others.
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This scale has demonstrated convergent validity with other attachment measures
including peer rating, structured interviews and relationship scales questionnaire,
correctly classifying 9 2 % of cases (Bartholomew & Horowitz, 1991). A study by
Reis & Grenyer, 2002 found highly significant associations between the
corresponding R Q items with the four subscales of the Relationship Style
Questionnaire ( R S Q ) (Griffin & Bartholomew, 1994). The R Q demonstrates
considerable convergent and discriminant validity via its concordance with
corresponding R S Q subscales (Reis & Grenyer, 2002).

The Inventory ofInterpersonal Problems - Short Form (IIP-64) (Alden, Wiggins &
Pincus, 1990) The IIP-64 is a self-report inventory that assesses the level of distress
about interpersonal problems. The IIP-64 is a short form of the original 128 item IIP
(Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) that was specifically
analysed into interpersonal quadrants, based on the theory that people re-enact
maladaptive interpersonal patterns in an effort to maintain a psychological tie to an
earlier attachment figure. Eight interpersonal problems scales were thus statistically
derived representing four major quadrants expressed in terms of drives for
independence and drives for affiliation: domineering, vindictive, cold, socially
avoidant, non-assertive, exploitable, overly-nurturant and intrusive. S o m e items begin
with the phrase, "It is hard for m e to ..." and others begin with the phrase, "These
are things I do too much. ..." The 64 items are rated on a scale ranging from 0 (not at
all) to 4 (extremely). Internal consistency (alpha) of subscales ranged from . 72 to .
85, and test-retest reliabilities ranged from . 74 to . 89. Convergent validity was
established by high correlations with the Revised Interpersonal Adjective Scales
(Wiggins, Trapnell, & Phillips, 1988).
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2.1.4

Statistical analysis

The identification of a BPD patient who self-harms is determined by their response on
the SCID-II for B P D , question SCID-98. " Have you ever cut, burned or scratched
yourself on purpose?

Tell m e more about that'. The frequency and characteristic

of their self-harming behaviour is obtained from the PHI-2. The PHI-2 provides
information about a patient's self-harm behaviour in the last six months, specifically
1) what exactly they did, 2) number of incidents, and 3) seriousness/severity of their
behaviour. T o assess for impulsivity, responses from the SCID-II on Borderline
Personality Disorder, question 4 (SCID 96) provides a frequency and range of
impulsive behaviours. T o assess for fears of abandonment, responses from the SCIDII, question 1 (SCID 90) were used.

Borderline patients with self- harm behaviours were compared to patients without
self-harm behaviours. Patients were divided into two groups: 1) non self harmers
2) self- harmers. Categorical variables were tested for significance using chi-square
statistic. One-way analysis of variance ( A N O V A ) was utilised for continuous
variables. A N O V A and a series of Pearson correlations were performed to determine
the relationship between frequency of self-harm behaviours and other variables.
Although distribution of participants into the self-harm and non-self-harm groups was
not balanced, all error variance was pooled in all analysis thus maximising statistical
power. Statistical significance was set at .05, and S P S S version 11 was used.
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2.2 Results
2.2.1 Demographics of B P D patients w h o do and do not self-harm

Self-harm behaviour was highly prevalent in this outpatient borderline sample.
Eighty-four percent (n=58) of borderline patients reported a self-harm episode within
the last six months. The number of discrete episodes for a patient ranged from once in
6 months to 51 times in the last 6 month. The average was 14 episodes of self-harm
per patient. The method that patients used as their form of self-harm was cutting
(61%), overdosing (22%), burning (9%), scratching (8%), and head-banging/selfhitting (4%). Most patients reported using a variety of methods to self-harm. The
average age for the self-harm group was 29 years compared to the no self-harm group,
which was 35 years of age. The incidence of childhood abuse was similar between the
two groups, 90%o disclosed abuse in the self-harm group, 8 2 % in the no self-harm
group. Both groups on average had 7 of 9 of the criteria for B P D diagnosis. Table 6
shows the demographic, presence of childhood abuse and diagnostic information for
B P D patients w h o do and do not self-harm.
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Table 3: Patient numbers (and percentages) for demographic information, presence of
childhood abuse and diagnostic information of B P D patients who do and do not selfharm
D E M O G R A H I C INFORMATION
Demographic Variable

B P D selfharm
patients
(N=58)

B P D no selfharm
patients
(N=ll)

BPD
patients
TOTAL
(N=69)

Gender
%

%

6(10)
52 (90)

5(46)
6(54)

11(16)
58 (84)

29.74
8.11

35.73
10.18

30.7
S D (8.7)

26 (45)
32 (55)

1 (9)
10(91)

27 (39)
42(61)

Yes
No
Family history of psychiatric illness

37(64)
21(36)

10(91)
1J9)

48(70)
21 (30)

Yes
No
History of childhood abuse

42 (72)
16 (28)

7 (64)
4(36)

49 (71)
20 (29)

Yes
No
Has attempted suicide

52 (90)
6(10)

9 (82)
2(18)

61 (88)
8(12)

Yes

52 (90)
6(10)

3(27)
8(73)

55 (80)
14 (20)

50 (85)
43 (74)
43 (74)
50 (85)
52 (90)
50 (86)
43 (74)
47(81)
58 (100)
7.48(1.3)

5(45)
9(82)
10(91)
10(91)
10(91)
9(82)
9(82)
7(64)
10(91)
7(1.3)

55 (79)
53 (76)
54 (77)
60 (86)
64 (91)
61(87)
53 (76)
54 (77)
68 (97)
7.4(1.3)

Male
Female

%

Age (in years)
Mean
SD
Currently in a relationship
Yes
No_
Has children

No
Criteria met for B P D diagnosis
Real or imagined abandonment
Relationships - over-idealizing/devaluing
Identity disturbance
Impulsivity
Affective instability - reactivity of mood
Chronic feelings of emptiness
Inappropriate /intense anger
Paranoid ideation / severe dissociation
Suicidal ideation / self harm behaviour
Average number criteria met out of 9 (SD)
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2.2.2 Research question and hypotheses

Research Question 1: D o B P D Patients w h o self-harm differ from B P D patients w h o
do not self-harm? If there are differences, are there identifiable correlates for B P D
patients w h o self-harm in the areas of interpersonal problems, co morbidity, trauma
history, dissociation and impulse control?

Factor One: Attachment and interpersonal problems
Hypothesis One:
i)

BPD patients who self-harm will have more interpersonal difficulties

ii) BPD patients who self-harm will report more problematic/disrupted adult
attachment
iii) BPD patients who self-harm will be morel likely to present with a fearful
attachment style

BPD patients often have interpersonal problems and attachment problems (Levine
2002). Self-harm m a y be one form of coping with interpersonal difficulties, poor
attachment and fears of abandonment.

To explore this in more detail, ANOVA statistics were conducted to compare BPD
self-harm patients to no self-harm patients on the Inventory of Interpersonal Problems
(IIP). It was found that self-harm patients (M=1.9, SD=0.51) did not have greater total
interpersonal problems compared to no self-harm patients (M=1.96, SD=0.52) as
assessed by the IIP (F (1, 62) = 0.105, p = 0.75) (see Table 7). There was however a
significant difference between the two patient groups on the vindictive subscale of the
IIP. The no self-harm patients were found to be more vindictive (M=l .86, SD=0.51)
than the self-harm patients (M=l .45, SD=0.63); F (1, 58) = 4.45, p = 0.04).
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Table 4: M e a n (SD) scores for self-harm and no self-harm patients on the inventory of
interpersonal problems (IIP)

ID? Scales

Self-harm patients
(n=58)

Total IIP
Vindictive*
Exploitative
Socially avoidant
Intrusive
Non-assertive
Cold
Domineering
Overly Nurturant

1.90 (0.51)
1.45(0.63)
2.20 (0.85)
2.38 (0.96)
1.39(0.80)
2.39(1.01)
1.81(0.74)
1.22(0.70)
2.20 (0.79)

N o self-harm
patients
(n=ll)
1.96 (0.52)
1.88(0.51)
1.96(0.68)
2.06 (0.73)
1.70(0.52)
2.17(0.88)
2.11 (0.71)
1.50(0.62)
2.13(0.70)

* p <. 05

In addition, Pearson's correlations were computed to examine if there was a
relationship between the frequency of self-harm behaviours and interpersonal
difficulties as assessed by the IIP. A significant correlation was found for total
interpersonal difficulties (r=0.26, p = 0.04) on the IIP and the frequency of self-harm
behaviours. T h e m o r e frequent a patient self-harmed, the greater their interpersonal
problems. Further significant relationships were found for the subscales intrusive
(r= 0.26, p = 0.02) and domineering (r=0.24, p=0.04) on the IIP w h e n correlated with
the frequency of self-harm behaviours.

43

and self-harm frequency
IIP Scales
Total IIP
Vindictive
Exploitative
Socially Avoidant
Intrusive
Non-assertive
Cold
Domineering
Overly Nurturant
p<. 05

Self-harm frequency
.26*

.14
.18
-.005
.29*

.08
.12
.24*

.22

A further indicator of interpersonal problems can be taken from the Global
Assessment of Relational Functioning ( G A R F ) scores. Pearson correlation was
carried out to determine if there was a relationship between G A R F scores and the
frequency of self-harm behaviours. A significant relationship was found for relational
functioning (r= 0.28, p = 0.02) on the G A R F w h e n correlated with frequency of selfharm behaviours. The results indicate that patients that were assessed as higher
relational functioning self-harmed more frequently.

Chi-square statistics were conducted to determine if self-harm patients differed to no
self-harm patients on fears of abandonment, as assessed by SCID-II, question 1. The
findings show that self-harm patients (85%), N = 49) endorsed they had fears of
abandonment significantly more than no self harm patients (45%, N = 5 ) (%2= 8.29,
p=0.004).

ANOVA statistics were conducted to compare self-harm patients to no self-harm
patients on measures of attachment style. It was found that, w h e n compared to the no
self-harm patients ( M = 63.18, SD=34.08), self-harm patients (M-84.17, S D = 19.83)
had a fearful attachment style as assessed by the Relationship Questionnaire (F (1, 62)
= 7.70, p = 0.007).

Table 6: M e a n (SD) comparison between self-harm and no self-harm patients on the
relationship questionnaire ( R O )
Relationship
questionnaire

Self-harm patients
(N=58)

N o self-harm patients
(N=ll)

Secure
Fearful*
Preoccupied
Dismissing

24.33 (25.24)
84.17 (19.83)
51.44(33.08)
48.85(31.05)

24.09(24.98)
63.18(34.08)
41.36(28.99)
57.73(39.58)

*p <. 05

These results do largely support Hypothesis One. Whilst it was found that patients
w h o self-harm do not have more total interpersonal problems than no self harm
patients, of significance was that self-harm patients feared abandonment and had a
fearful attachment style, more so than no self harm patients. The finding of no selfharm patients being more vindictive than self-harm patients m a y warrant further
investigation.

In addition there were significant findings related to the frequency of self-harm
behaviours. It was found that there was a relationship between increasing frequency of
self-harm behaviour and intrusive and domineering interpersonal styles and total
interpersonal problems. The morefrequenta B P D patient self-harmed the more
overall interpersonal problems. The finding of morefrequentself-harm patients being
assessed as having higher relational functioning m a y be worthy of further
investigation.
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Factor Two: Co-morhiditv
Hypothesis Two:
i)

BPD patients who self-harm will have more co-morbid diagnoses than
BPD patients who do not self-harm.

ii)

Two of the Axis 1 diagnoses that self-harm BPD patients are more likely to
have are an eating disorder and substance dependence.

Previous research has found that BPD patients frequently have dual/multiple comorbid diagnoses (Simeon et al, 2001 & Zlotnick et al, 1996). Self-harm research has
found that individuals w h o self harm often have a diagnosable mental illness, with
eating disorder and substance dependency being two of the more frequent diagnosis'
(Favazza et al, 1998; Anderson et al, 2002 & D o h n et al 2002, Schwartz et al 1989,
Sansone, 1994). A N O V A statistics were conducted to compare the number of comorbid diagnosis for self-harm and no self-harm B P D patients. It was found that the
self-harm group (M=4.63, SD=2.08) did not have significantly more co-morbid
diagnoses than the no self-harm group (M=3.91, SD=2.34, F (1, 66) = 1.065, p =
0.306) as assessed by the SCID. T o determine if any specific diagnosis was associated
with self-harm and no self-harm patients, chi-square statistics were conducted on each
of the diagnoses, with particular focus on eating disorders and substance dependence.

23%> (N=16) of BPD patients had a substance dependency diagnosis. 24% (N=14) of
the self-harm patients and 1 8 % (N=2) of no self-harm patients were substance
dependent. The results show that self-harm B P D patients were not more likely to have
substance dependency issues than no self-harmers (x2= 0.18, p=0.67). Eating disorders
(anorexia/bulimia) was not found to be more prevalent in self-harm patients 2 4 %
(N=14), than in no self-harm patients 2 7 % (N=3) (x2= 0.52, p=0.47). N o
D S M - I V diagnosis, as obtained from the SCID, was correlated with self-harm
patients. The results do not support hypothesis two that self-harm B P D patients have
more co-morbid diagnosis and that they are more likely to have a diagnosis of
substance dependence and/or an eating disorder.
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Table 7: Percentage of co-morbid diagnoses for self-harm and no self-harm patients

Co-morbid diagnosis

Substance dependent
Major depression
Dysthymic disorder
Anorexia nervosa
Bulimia nervosa
PTSD
Panic disorder
Panic disorder with agoraphobia
Social phobia
Specific phobia

OCD
GAD
Average number co-morbid diagnosis (SD)

Self-harm
(N=58)

No
self-harm
(N=H)

24
79
40
10
14
59
53
24
48
8
19
45

18
73
45
18
9
45
45
18
36
18
0
27

4.63 (2.1)

3.91 (2.34)

In addition A N O V A was computed to examine if there was a relationship between comorbid diagnosis and the frequency of self-harm behaviours in BPD patients. It was
found that a diagnosis of Generalised Anxiety Disorder (GAD) was significantly
associated with increased self-harm behaviours (F (1, 56) = 6.83, p = 0.011). A patient
with a diagnosis of GAD was more likely to have a higher frequency of self-harm
behaviours. The relationship with GAD and self-harm therefore is not related to
whether a BPD patient self-harms or not, but rather how frequently they self-harm. A
diagnosis of GAD is linked to frequent self-harm behaviours.

Factor Three: Trauma history
Hypothesis Three: It is expected that BPD patients who self-harm are more likely to
report a history that involves child sexual abuse.

Previous research has shown a correlation between self-harming behaviours and a
history of child sexual assault (Boudewyn & Liem, 1995; Turell & Armsworth, 2000,
Sansone, et al 2002; Green, 1978, Favazza et al, 1989 & van der Kolk et al, 1987).
Chi-square statistics were conducted to compare BPD self-harmers from no

self-harmers on their reported histories of child sexual abuse.

88% (N=61) of all BPD patients reported some form of childhood abuse, 58% (N=40)
specifically reported childhood sexual abuse. 5 7 % (N=33) of B P D patients w h o self
harm reported childhood sexual abuse, as did 6 4 % (N=7) of B P D patients w h o do not
self-harm (%2= 0.21, p=0.65). The overall rates of sexual abuse were very high. The
results show B P D patients w h o reported histories of child sexual abuse were not more
likely to self-harm. There was no correlation with child sexual abuse and B P D
patients w h o self harm. These results did not support hypothesis three.

Table 8: Percentage of self-harm and no self-harm BPD patients who reported
histories of childhood sexual abuse

Childhood sexual abuse Self-harm patients (N=58) No self-harm patients
(N=ll)

Yes
No

57 (n=33)
43 (n=25)

64 (n=7)
36 (n=4)

Factor Four: Dissociation
Hypothesis Four: BPD patients who self-harm will record higher levels of
dissociation than BPD patients who do not self-harm.

Previous research has shown a relationship between dissociation and self-harm (Van
der Kolk et al, 1991; L o w et al 2000) and dissociation and child sexual abuse (Dahl
1987 & Shearer 1984). A N O V A statistics were conducted to compare levels of
dissociation based on D E S scores for self-harm and no self-harm patients. Compared
to B P D patients w h o do not self-harm (M=22.02, SD=14.28), patients w h o self-harm
(M=36.38, SD=19.84) have statistically significant higher levels of reported
dissociation (F (1,67) = 5.10, p = 0.028). This result supports hypothesis four, that
B P D patients w h o have higher levels of dissociation self-harm.

Table 9: M e a n (SD) Scores on the dissociative experiences scale for self-harm and no
self-harm B P D patients
Dissociation - Self- harm No Self-Harm
(Dissociative Experiences
Scale)

Score

m

= 5{J)

36.38 (19.84)

( N = 11)

22.01 (14.28)

Pearson correlations were computed to further examine the relationship of self-harm
with levels of dissociation. N o correlation between increased frequency of self-harm
and higher levels of dissociation (r = - 0.06, p = 0.34) was found.

Factor Five: Impulse control
Hypothesis Five: It is proposed that BPD patients who self-harm have more problems
with impulsivity than those who do not self-harm

Past research has identified a relationship between poor impulse control and self-harm
behaviours (Hawton et al 2002; & R o d h a m et al 2004). Impulsivity can be a feature of
B P D patients, and is one of the criteria for B P D D S M - T V diagnosis. Chi-square
statics were conducted to compare impulsivity as a problem for self-harm and no selfharm patients. 8 6 % (N=59) of the B P D patients endorsed impulsivity on the SCID-II,
question 4. 8 6 % (N=49) of self-harm patients and 9 0 % (N= 10) of no self-harm
patients reported an impulsivity problem (%2= 0.20, p=0.66). The results show that
B P D self harm patients are not more likely to have problems with poor impulse
control when compared to no self-harm B P D patients. Hypothesisfivewas not
supported.

Chapter 3:
Study 2: Qualitative study exploring the function of B P D
patients self-harm behaviours

The relationship between fear of abandonment, adult attachment and interpersonal
functioning of B P D patients w h o self-harm was further investigated using qualitative
methodology. This design addressed the participants' perception of the function of
their self-harm behaviour, by examining the themes that emerge from their
relationships with significant adults in their lives.

3.1 Method

3.1.1 Participants

Explicit written informed consent was required to be part of the study. Participants
were informed that non-consent did not exclude them from their ongoing involvement
in the A R C program. T h e participants gave their approval to be involved.

Two participants were recruited for this study. The 2 participants were selected out of
the 58 self-harm participants from Study 1. This selection was based on the patients
overall representativeness of a self-harm B P D patient from the quantitative study. The
two patients matched all significantfindingsfrom Study 1; having a fearful
attachment style, fear of abandonment, and dissociation. This representativeness
assists in the generalisability of any findings that m a y arise in Study 2. O n e of the two
patients w a s also a frequent self-harmer. Patient One's profile closely matched the
significant findings for B P D patients w h o frequently self-harm, that is, had a G A D
diagnosis, elevated overall interpersonal problems, an intrusive interpersonal style and
a low score on the G A R F . Table 8 and 9 illustrates in table format the two patients
profile which matches the overall profile of B P D patients w h o self-harm
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Table 10: Study 1 significant findings for self-harm B P D patients matched with the
two patients from study 2
Study 1 self-harm
patients significant
profile
Fearful Attachment Style

Patient 1

Patient 2

Fearful Attachment Style

Fearful Attachment Style

Fear of abandonment

Fear of abandonment

Fear of abandonment

M e a n D E S Score:
36.38 (19.84)

36.07

71.43

Table 11: Study 1 significant findings for B P D patients w h o self-harm frequently
matched with patient one from study 2.
Study 1 significant findings for B P D
patients w h o frequently self-harm

Patient 1

Frequency of self-harm
behaviours in last 6 months:
14(8)
G A D diagnosis

44
G A D diagnosis

Frequent self-harmers had more
overall interpersonal problems.
M e a n score for total interpersonal
problems on the IIP for self-harm
patients = 1.90 (0.51)

Frequent self-harmers had
intrusive and domineering
interpersonal styles
Frequency of self-harm patients
had lower scores on the G A R F .
M e a n score on the G A R F for selfharm patients: 50.12 (17.35)

Patient 1 score for total interpersonal
problems = 2.46

Intrusive interpersonal style
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Table 12: Demographic, Childhood abuse and diagnostic information for patients one
and two
Category

Patient 1

Patient 2

Male

Female

Age

36

26

H a s children

No

Yes

Currently in a relationship

No

Yes

Family history of psychiatric illness

No

No

History of childhood abuse

Yes

Yes

Type of childhood abuse

Emotional

Physical and
emotional

Gender

Criteria met for B P D diagnosis:
Real or imagined abandonment
Relationships - overidealizing/devaluing
Identity disturbance
Impulsivity
Affective instability - reactivity of m o o d
Chronic feelings of emptiness
Inappropriate /intense anger
Paranoid ideation / severe dissociation
Suicidal ideation / self harm behaviour

No
Yes

Yes
No

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
No
Yes
Yes
Yes
Yes
Yes

N u m b e r of criteria met for B P D
diagnosis
Co-morbid diagnosis

Major
depression
Dysthymic
disorder
Panic disorder
Generalised
anxiety disorder

Has attempted suicide

Yes

Frequency of S H B
(last 6 months)

Parasuicidal History Inventory
Severity Rating

Post traumatic
stress disorder
Social phobia

Yes

44

Low

Low

3.1.2 Procedure
Ethics approval from the University of Wollongong's H u m a n Research Ethics
Committee w a s obtained. Therapists with current A R C patients were approached and
informed about the study. A meeting occurred initially with the therapists to advise
them

of the research and to determine their professional opinion on the

appropriateness of their patient's involvement. If the therapist believed their patient
would be suitable to be involved they spoke with their patientfirstto inform them of
the possibility of the researcher making contact. T h e therapist then fedback to the
researcher about the suitability, safety and potential consent of the patient being
involved in the research. If the patient w a s willing and the therapist w a s satisfied with
an interview occurring, the researcher then m a d e independent contact via phone with
the patient. T h e patient w a s given verbal information about the research project and
invited to participate. T h e arranged time to meet for the interview w a s m a d e
immediately prior to the patient's normal therapy session time. This ensured that the
patient would have the opportunity to debrief and discuss things that m a y have c o m e
up for them immediately afterwards with their treating therapist should this be
necessary. T h e same researcher interviewed the two patients.

At the start of the interview the patient was again given information, both written and
verbal, about the research project and invited to participate. Written consent w a s
obtained from patients w h o wish to participate. It was stressed that non-participation
in the research would not affect their treatment and involvement in the A R C program.
Furthermore, participants were told explicitly that they were free to withdraw from
the research at any time during the course of the project. T h e decision to participate
was truly voluntary. T h e two patients were interviewed separately.

Once informed consent was obtained the patients were asked five questions.
/. When did youfirststart to self-harm? Can you describe thefirsttime?
2. Can you tell me the advantages (good things) and disadvantages (bad things) about selfharming?
3. Describe a typical episode - what are you feeling and thinking before, during and after?
4. How does your self-harming affect others? How does their reaction impact on you?
5. Have there been times that you stopped self-harming - how were you able to stop?
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These set of questions are key questions obtained in conducting a functional analysis.
O n e question was asked at a time. Patients were free to speak for as long as they liked
on each question.

Both interviews were audiotape recorded, and transcribed verbatim. The data was deidentified and de-coded at the time of the interview and any personal information
contained in the audio taped transcripts was de-identified prior to analysis.

3.1.3 Data analysis

The aim of qualitative research is to understand and represent the experiences and
actions of people as they encounter, engage and live through situations (Elliot, Fischer
& Rennie, 1999). Previous research has found that the verbal samples contain valid
indices of the person's psychological state (Gottschalk, Lolas & Viney, 1986). The
qualitative research that was undertaken for this study kept in line with the qualitative
research guidelines suggested by Elliot et al (1999). Details about the participants
were provided, examples of the data are listed in table format so the reader can
identify h o w themes were generated, and two researchers were used to interpret the
data. The use of more than one researcher allows for more thanjust one perspective or
opinion and increases the chances of capturing the truth and complexity of the data
(Hill, T h o m p s o n & Williams, 1997).

A Husserlian phenomenological approach was used to analyse the transcripts, based
on the Interpretative Phenomenological Analysis (IPA) method (Smith & O s b o m ,
2003), where meanings of people's experiences can be found through talking to them.
IPA assumes that people hold relatively stable belief or schemas that can be easily
accessed through the asking of open-ended questions. The researcher aims to get as
close to these schemas by carefully analysing the accounts and narratives that are
given. T h e approach is interpretative in that the researcher attempts to interpret the
experiences that are provided. D u e to the depth of information one participant can
provide, each participant's transcript can be treated in its o w n right as a case study.
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IPA is a very vigorous and systematic approach to interpretive theme analysis (Dallos
& Vetere, 2005).

The aim of the transcript analysis was to find the essential themes of BPD patients
w h o self-harm about what they consider to be the function of their behaviour. The
analysis process involved each transcript being read in detail several times. Themes
around the function of the self-harm behaviour were then searched. This was
accomplished by identifying key words and phrases and summarising the meanings
into brief sentences. Once the whole transcript had been coded into phrases and
meanings they were then clustered together into identifiable themes; this forms the
interpretive part of the process. The themes are then given titles that best capture the
intended meaning of the participant's experiences. This process was undertaken
separately b y two clinical psychologists w h o work with B P D patients. Each of the
researchers attempted to derive meaning from significant statements separately and
then together to obtain inter-rater agreement". If disagreements occurred these were
discussed between the two researchers until consensus was reached.

3.2 Results

3.2.1 Research question and hypothesis

Research Question 2: W h a t do B P D patients w h o self-harm see as the function of
their self-harming behaviour? There are m a n y reasons individuals in general selfharm, but for B P D patients, is there a particular role that self-harm serves?

From the two interviews significant statements were obtained regarding the patients
perception of the function of their self-harm behaviour. Themes emerged about their
self-harming behaviour.

Theme 1: Patients felt their family was not emotionally available during their
childhood, they believed they were alone in the world.

Both patients discussed feeling unloved and uncared for as a child. They both gave
accounts of hardly ever receiving any attention from their parents, but on the rare
occasion they did, it was negative. They described feeling very alone, and needed to
be emotionally resourceful to survive. They grew up believing there was something
wrong with them, they felt they were unlovable. W h e n participants were reflecting on
their childhood there was visible sadness (teary, more softly spoken) in their retelling
of their experiences. Patients articulated that their emotional needs were not met, and
they were ignored and dismissed. (See Table 16 for examples).
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Table 13: Selected examples of significant statements of patients about the
unavailability and invalidation by their parents
Significant Statements

Formulated Meaning

I was only ten or eleven w h e n I started to chew m y nails,
just like most people do.. .whereas I would chew to the
point of lots of blood and m o v e away from m y nails onto
m y hands and actually take the flesh off... .and it has never
stopped. I was just mister nerves as a kid... it was a daily
thing. I'd always get told by parents ' stop chewing' but
they never took the time to look..it was just a passing
comment 'get your hands away'. I went through m y whole
childhood trying to get attention off m y family and to
show them 'Look, I'm sick, I'm scared, I'm in pain, I'm in
need of a bit of guidance' and I did not get it. I had to tell
myself as a kid 'that's life' and 'I've got to be strong' just
to survive. I needed someone to notice; no one did, so
that's w h e n things got ugly. I would try all other avenues
first and this (self-harm) was a last resort..and that did not
even work.

Patients described their
parents as being present but
emotionally unavailable.
Patient's feelings were
ignored, dismissed and
invalidated by their families.

I've never had support, m y family never cared, they have
never been there for me. They were good at beating up on
m e though. I a m the w a y I a m because of them; I've
always felt alone. I guess it prepared m e for m y life
though, a life where no one really cares. I've had to do it
all on m y own.

b. Patients described their
relationship with their
parents as a child in negative
terms. Patient felt
emotionally alone. Attention
received from family was
reported as emotionally and
physically abusive.

Theme 2: Patients negative relationship with their parents continues into adulthood.
Patients still want positive attention, or signs from their parents that they are loved
and cared for.

The feelings experienced as a child of being scared and alone persist in their adult life.
Patients still yearn for the love of a parent, or a sign that they care. Patients continue
to have m a n y needs that require support, but these continue to go unmet by their
parents. Patients m a y try to dismiss or state they do not care about the lack off
attention from their parents, but eventually they acknowledge the pain they feel in
what they regard as abandonment by their parents. They describe feeling frightened
and scared about being alone.
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T a b l e 1 4 : Selected e x a m p l e s o f significant statements o f patients about the current
rejection they feel from their parents

Significant Statements
a. M y parents never noticed it (the self-harm) when I was a
kid, but then m e and m y parents never got on, w e still
don't, but you know, I still long for their attention. I
s o m e h o w got through m y childhood, trying to get their
attention and never got it, I'm thirty-six and I still don't get
it. I can't stand these feelings of being alone. I feel
neglected because m y parents always shut the door in m y
face. They, they just don't care kind of thing. They just
really don't. Like I've had crohns disease n o w for three
years and I've seen them twice, in one w a y I don't
particularly care, but then again I do, it's like "well I k n o w
where I stand' type of thing. This makes m e harm myself
more. M y family just don't want to k n o w about it (selfharm). . .they don't ever talk to m e about it. It makes m e
feel rather worthless when m y family don't want to know
and would look away of I showed them. I try and make
some sense of it (their behaviour), I've had to do that most
of m y life to cope... m y parents just would not give m e the
time to talk to m e orfindout about m e , I never felt the
same as everyone else. I'm n o w left to scrape up the good
parts of m y childhood and try to make a future being an
adult with what I've learnt, which isn't a great deal.

b. I've had a hard life since day one, throughout m y
childhood; stuff like that, I'm just sick of it. I've never been
given a fair go. I don't have m y family to help m e with any of
m y crap, they don't care, I've been homeless more than once,
and they could not care less. Feeling alone is the worst, I have
to do it all by myself, it is just so hard and it's damn scary.

Formulated Meaning
a. In want of attention and to
be noticed by parents. This
has not eventuated, resulting
in constant feelings of
aloneness, neglect and
worthlessness, which in turn
increases the self-harm
behaviour.

b. Family offers no physical
or emotional safety, security
or support. Forced to rely on
self, feeling very alone.

Theme 3: Anxiety and fear of abandonment. Difficulty coping with being alone and
feelings of loneliness.
Anxiety and fears of being alone consumed both patients. Being physically alone is

often interpreted as a sign of abandonment or rejection. This then gives rise to feeling
of fear, anxiety and depression. Such emotional states are common in both patients,
who struggle to cope with their overwhelming thoughts and when they feel
psychologically threatened. Self-harm is utilised as a strategy to help them manage,
get by and continue functioning.
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Table 15: Selected examples of significant statements of patients about their anxiety
and fear of abandonment
Significant Statements

Formulated Meaning

a.

a. Inability to cope with feelings
of anxiety and fear about being
alone. Self-harm is a w a y of
trying to escape those feelings.

For m e self-harm is mainly about escaping fear. Trying to
escape fear or escape m y reality, the time. It could be about
anything. I a m just afraid of so m a n y things, so m a n y things
worry me. The worst is being alone and feeling no one cares.
O n e example is the time I cut myself up bad w h e n the football
grandfinalwas on. People came over to our place to watch it,
they came in like a cyclone, I like them and they are lovely, but
they were just excited and loud. They then all left, I was like
'oh great..enjoy yourselves' within an hour of them leaving the
cutting started, I think I realised that while they were there I
was not getting the attention that I normally do..and then they
all left me. I felt so alone. I felt they had abandoned me. I
started going into a daze, that tunnel vision thing I get, and just
started cutting
There was another time that stands out that was also due to
loneliness. I was away from h o m e so I was a little bit out of m y
safety zone and thefriendsw h o I was staying with at the time
had gone out for half an hour or so so I was little bit alienated,
felt alone, then started to getting extra lonely and a little bit
concerned I started pacing and thinking 'shit, shit, shit' and
saying to myself 'you are on your own'. It is just the worst
feeling. I s o m e h o w got it together enough to phone a friends
m u m w h o has watched m e go through all this stuff. A n d she is
telling m e 'you hang in there; I better not see any blood when I
get home'. A n d I stopped, and I waited for her
I have been able to stop myself a lot more over the last couple
months, therapy has helped with m y anxiety, I a m able to relax
a bit more. I never use to be able to leave a room of people, or
have people walk out and leave m e on m y own, because I could
not cope with being alone, whereas I can now. I just don't want
to be scared anymore. I m e a n the mutilation stuff, I live it
everyday, I'm not afraid of it, the anxiety and depression and
fears about being alone are so m u c h morefrightening- it is
those feelings that I need to overcome.

b. The self-harm for me is worse around Christmas time.
Around Christmas and N e w Year I k n o w that its especially the
most loneliest time of year for people who, like myself, hasn't
got anyone and I try m y hardest not to stay at h o m e and be like
that because I want to be out with people. The few people that
I do k n o w all got invited to parties and they would all talk
about where they were going and what they were doing N e w
Year Eve; I was not given one invite. A s the night progressed I
was getting more and more depressed, just hearing everyone in
the neighbourhood, laughing, fireworks going off. I closed m y
windows and turned up the T V . It made m e realise just exactly
h o w lonely and alone I am, it threw m e into such a depression
fit where I just started cutting. I then drank heaps, passed out,
w o k e up and started cutting again. It is the mostfrighteningand
horrible feeling to be on your own; I can never get use to it
I would hang on in relationships; to absolute losers just to have
someone there, they would beat m e up, be heavily into drugs,
would always put m e down, cheat on me...just did whatever
they wanted, stupid hey.

b. Being alone is frightening,
and feelings of loneliness
trigger depression. I then
turn to cutting.

59

Theme 4: Self-harm is a form of communication, when emotions are beyond words.
Self-harm is a non-verbal from of communication, (Sutton, 2005) and while for some
patients it m a y be for attention, it is attention needing, rather than attention seeking.
Patients m a y self-injure in the hope that they will be the recipients of a caring and
concerned response. It m a y be the only w a y they k n o w h o w to communicate and
express the psychological pain they experience, as words cannot capture or convey
their emotional suffering.

Other patients go to great lengths to hide the behaviour and the scars that
permanently remain behind. They are frightened by others interpretation of the
meaning of the wounds and subsequently feel shame, guilt and embarrassment about
their actions.
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Table 16: Selected examples of significant statements of patients about self-harm as a
form of communication
Significant Statements
a.

I needed someone to notice; no one did, so that's when
things got ugly. I would try all other avenuesfirstand this
(self-harm) was a last resort..and that did not even work

Something always triggers it (SHB) off, sometimes it can
even be an attention thing if I'm not sure h o w to verbalise
m y needs. It (SH) is a private thing for m e to do, but I
think for m e it is a cry for help kind of thing. If I do it in
private I will eventually always tell someone what I have
done. There was a time I felt so bad that I said to a friend
"if they m a k e m e go to work I'm going injured..so they
could see that I have a mental illness because no one was
listening, people only react to the physical stuff that they
can see'.
In reality there are no benefits in self-harming, because
you end up with disappointed emotional stuff, but there
have been the times when I've got the care and attention
from m y closefriends.At the time of cutting I'm not
thinking about the outcome, it is just what I have learnt to
do to cope. There is so much more that I've learnt through
personal experience with self-mutilation, it is not just
physical. Y o u can do it in so m a n y different ways.
Sometimes I won't cut or scratch myself, I'll starve
myself, or I won't sleep. I went forfivedays once and I
thought I'd probably slept three hours, and it was easy to
stay up. I get in such a state of mind that it is like m y body
will just keep going until I just snap or something and
then...ahhh..., same with the eating, it is more like the
eating is an attention thing because it is like I won't eat so
friends can will say 'want something to eat?' and I can say
'no', then I do get hungry and I want them to keep feeding
m e questions, but sometimes they just say 'no worries, let
m e k n o w w h e n you feel like it'. It is after a day or two
they're like ' what, what's wrong, you k n o w you need to
eat'.

The scars do show the pain I a m in, but I do everything to
not show the wounds. In one w a y I wish people would see
the marks I have and understand what it is about. But I will
always cover them up, I try to keep it from people, even
those I have been close to had no idea I was cutting, I tried
to keep it from them, even with m y partner at the time
w h e n w e were sleeping together I always m a d e sure m y
arms were covered. I was just worried if anyone saw they
would put m e in the nut house. W h e n others did see or find
out, they would tell m e that I'm psycho and that they
would slap m e in the head and stuff like that. N o one
wanted to know, I suppose people did just not care.

Formulated Meaning
a. Self-harm m a y be for
attention -but
'attention needing',
not 'attention seeking'. It is care
and understanding that is wanted.

b. There is a need to hide the
scars for fear of
misinterpretation and
judgment.
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Theme 5: Self-hate and self-blame can lead to wanting to hurt and punish oneself.

The two patients gave a mixture of reasons as to why they are deserving of
punishment. One justification for self-harm as a form of punishment is in the
instances where one hurts other peoples feelings, or lets others down. Alternatively,
there can be strong beliefs held by patients that they are 'bad' or do bad things and
deserve to be punished. They blame themselves for most things that go wrong in their

lives. They are extremely self- critical stating that they hate themself, and believe they
are 'stupid'. This self-judgment leads to wanting to punish and hurt themself,
justifying their self-harm behaviour.

Table 17: Selected examples of significant statements of patients about selfpunishment

Significant Statements
There are times I feel real loss and guilt and hate myself
for what I do. Hurting yourself physically believe it or not
is easy. It is watching other peoples reactions later and you
see h o w m u c h its upset them to see someone they care
about hurt. I feel like a liar. I lie to people, only some
people I can tell the truth to. The remorse I feel makes m e
sick. I take it on board so seriously after I've done it and it
makes m e sick that I let people down. I then start feeling
so d o w n on myself and want to cut more. It is then a cycle.
Or I'll be angry at myself and that can trigger up things so
m u c h further. W h e n I feel anger it is more about punching
myself, wishing someone would just smack m e in the head
because it is like 'Yeah, you deserve this'. They won't do
it, so I will do it to myself.

b.

Self-harm is never a good thing for m e because most of the
time I just saw it as a w a y of punishing myself. It never
m a d e m e feel better or anything. I just thought I was very
stupid and that I must have done something really really
bad in m y lifetime to be put in the position I was in life.
I've never had anything good come to m e , it is one bad
thing after another throughout m y whole life. I believed I
was bad and must have done horrible things, so I thought I
would punish myself for it. I always have those thoughts;
I'm constantly saying to myself I'm stupid', and often
saying it as I'm cutting myself up. It is easy to do, m y
body is use to it, I use to get whacked all the time at h o m e
as a kid and then getting into fights growing up, so
basically, you know, m y body is tolerant to pain.

Formulated Meaning
a. Self-harm can be justified as a
form of punishment if one hurts
other peoples feelings, or lets
others down.

b. Deserving of selfpunishment for being a bad
person is a strongly held
belief.

Theme 6: Self-harm is an outlet; it helps to release emotions and bring about a state
of calm.
Self-harm aids in the release of anxiety, worry, panic and depression. It can be
soothing and help induce a feeling of calm. It acts almost like a sedative or an
anaesthetic for emotional pain. The patients describe their body being numb; there is
nothingness, no emotional, no physical pain at the time. Witnessing blood is described
as a release; it is symbolic of the eradication of pain. The numb feeling that comes
with it allows a temporary respite from the psychological suffering.
Table 18: Selected examples of significant statements of patients about emotional
release
Significant Statements
Formulated Meaning
a.

If I feel overwhelmed or things are too m u c h I might start just a. Emotional pain needs an
scratching the inside of m y thighs, I'll scratch and scratch
outlet. A state of calm is
and scratch on a perfectly healthy bit of skin until there is
achieved once blood is
blood. Seeing the blood is like a release. Once I see a blood
witnessed. It serves an immediate
blister I start somewhere n e w where the skin is not broken
release.
and start again and slice m y skin with m y nails. I feel no pain
at all. It gets hot; I get really hotflushesw h e n it is
happening. I have like a tunnel vision type thing. N o one else
sees. I guess it is years of practice; others are just oblivious
to it. It is just a needed outlet for m e . I m a y only become
aware of the w o u n d two hours later when it sort of hurts.
Because I do it inside m y thighs, if I'm walking it then rubs,
so it is like a reminder to m e , the discomfort is like I'm doing
it all over again, it is still happening but I'm not doing it
Other times I will stab into myself, it is an adrenaline thing.
It is weird, it is like a drug. Sometimes I think I can get these
feelings and this illness, or whatever it is that I have, and
pressure it out and then I will be better. I use to do drugs for
the same reason, an outlet for the pain and sadness and all the
crap. I'm not proud of it, but mutilation has definitely been
the most prominent and definitely the most dominant thing
that has helped m e to calm myself down.

b. I cannot handle my emotions, the main one being anger. I
was angry about everything, w h e n I was angry I would put a
fist through the wall. It is w h e n I started to feel a whole heap of
other emotions, w h e n all the pain and sadness came and I was
d o w n quite a lot of the time that the cutting began. I then kept
cutting w h e n I realised that hitting a wall wasn't working, and
found the cutting helped a lot more. It felt like someone
upstairs was playing a massive game with m y life and I did not
want to be a part of it and struggled to cope. I was completely
shattered, crying all the time, the cutting helped to get rid of
some of the pain and to release the crap I was feeling. I
alternated between the cutting and drugs to take m e to a
different place and I did not have to think. So on the outside I
was lashing out at everyone around m e , but w h e n I was on m y
o w n I was constantly crying. M y emotions felt all over he
place, I just felt completely shattered about things. But I felt

b. It helps to release some of
the pain and overwhelming
feelings. It does not require
thinking; nothing is felt, the
body is comfortably numb.

Theme 7: Coping and surviving a crisis. Self-harm can often be a suicide prevention
strategy.
Both patients are very clear that there are distinct differences between self-harm and
suicide. Self-harm is reported as a coping strategy, to help them get by, to temporarily
release the suffering. Self-harm can serve as a suicide prevention strategy. It helps to
keep them alive.

Table 19: Selected examples of significant statements of patients about the difference
between self-harm and suicide

Significant Statements

Formulated Meaning

I can tell you from m y point of view, from what I do with
a. Self-harm helps to release the
m e personally is not a suicide attempt, as I've had a couple pain, to get through hard times; it
is not about suicide, or wanting
(suicide attempts) that were deliberate and failed
fortunately. Mutilation is different, it is not suicide, I do to die.
not want to die, I never hurt myself to the point where I
could die. It helps m e to get through and not get to the
point of suicide. For m e the self-harm is to release the pain
and a cry for help.

b. Cutting has got nothing to do with suicide, cutting is
helpful, it keeps you alive it keeps you going to cope with
things. W h e n I get suicidal it's at a point where I'm sick of
trying and even the cutting no longer works, it is not
enough.

b. Self-harm and suicide are
different. Self-harm is a
strategy for coping and
staying alive. Only w h e n this
no longer works is suicide an
option.
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Research Question 3: D o the correlates of self-harm behaviour in B P D patients
found in study one match BPD patients own responses and insights into their
behaviour? Can the combination of correlates and BPD patients understanding of their
use of self-harm behaviour offer assistance in the development of improved treatment
for this patient group.

There is an overwhelming degree of consistency in the findings of the quantitative and
qualitative studies of this research. The correlates of self-harm behaviour in BPD
patients found in study one matches the responses and insights provided by BPD
patients in study two. The qualitative results appear to confirm the findings that there
is a significant relationship between fear of abandonment, fearful attachment styles,
interpersonal problems and dissociation with self-harm behaviours that were also
evident in the quantitative study. The results of this current study imply that insecurefearful attachment, fears of abandonment, dissociation and interpersonal functioning
may be important aspects to assess and concentrate on in the treatment of BPD
patients w h o self-harm.

Table 20: Comparison of the significant findings for self-harm BPD patients in study
1 and 2

Study 1
Fearful attachment style

Study 2
Both patients had a fearful attachment style. Patients described their parents
as being present but emotionally unavailable. Patient's feelings were
ignored, dismissed and invalidated by their families. Patients described their
relationship with their parents as a child in negative terms. Patients felt
emotionally alone.

Fear of abandonment Fear of abandonment was the central fear for both patients. Their fear of
abandonment and rejection dominates all their interpersonal relationships.
They describe being unable to cope with their feelings of anxiety and fear
about being alone. Self-harm is a w a y of trying to escape those feelings.
Dissociation Both patients dissociate. Sometimes they self-harm to stop the dissociative
state and ground themselves, other times the self-harm can assist in
inducing a dissociative state to escape intense emotions. Patient one said
that emotional pain needs an outlet. A state of calm is achieved once blood
is witnessed. It serves an immediate release. Patient two said self-harm
helps to release s o m e of the pain and overwhelming feelings. It does not
require thinking; nothing is felt, the body is comfortably n u m b .
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Chapter 4:
Discussion

4.1 Findings
The present study aimed to investigate and further knowledge about borderline
personality disorder and self-harm behaviours. In particular, this study sought to
explore identifiable correlates for B P D patients w h o self-harm by using an
attachment-trauma perspective. Attachment behaviour is about providing safety,
which underpins the feeling of comfort and security. Allen underscores attachment
trauma as follows "Attachment trauma occurs in an attachment relationship.
Attachment trauma damages the safety regulating system and undermines the
traumatised persons capacity to use relationships to establish a sense of security. It
creates a dual lability by creating extreme distress and undermining the development
of the capacities to regulate that distress" (Allen, 2004 p.22).

This study examines the link between BPD, self-harm and factors such attachment
style, interpersonal problems, trauma history, dissociation, impulse control and comorbid diagnosis along with B P D patients' perception of their self-harming
behaviour. This study aimed to expand knowledge about self-harm in B P D patients,
as S H B is a considerable concern in B P D , ooccurring in anywhere from 5 0 % to 8 0 %
of B P D patients (Dubo, et al, 1997; Shearer, 1994, M c K a y , Kulchycky & Danyko,
2000). There is limited empirical data that offers an explanation as to what
distinguishes B P D patients w h o self-harm from those w h o do not. The results of this
study m a y be used to further understand the psychological processes and
vulnerabilities displayed by B P D patients w h o self-harm and further assist with
treatment approaches.
The present study utilised two methodologies to investigate self-harm in BPD
patients. T h e quantitative study sought to identify if there were any factors that
differentiated B P D patients w h o do and do not self-harm. In particular, this study
aimed to examine any relationships between self-harm in B P D patients and
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attachment/interpersonal problems, co-morbidity, child sexual assault history,
dissociation and impulse control.

The qualitative study aimed to investigate BPD patients' perception of the function of
their self-harm, by examining the themes that emerge from their personal accounts of
their self-harming behaviour. A s a consequence, the two studies findings would then
be further analysed to determine whether the themes found in the qualitative study
related to and could be mapped on to the quantitative studies findings.

Studies on self-harm in BPD patients are limited, and of those that exist, inpatient
population groups were utilised. These studies found that B P D patients w h o self-harm
had poor non-verbal communication skills, higher aggression, boundary disturbances,
were younger, were more symptomatic, had higher rates of depersonalisation and
frequent mutilators had more suicide attempts and were more likely to have a
diagnosis of major depression and bulimia nervosa ( M c K a y et al, 2004; Dulit et al,
1994; Fowler et al, 2000; Soloff et al, 1994; & Shearer 1994).

A benefit of the current study is that it involved BPD patients in a community
outpatient treatment program. N o other study to date that compares self-harm and no
self-harm B P D patients have based their research on an outpatient population.
Additionally, most of the studies had no or minimal male B P D patients, this study
included both male and female B P D outpatients. A s hypothesized, the results of this
study found B P D patients w h o self-harm differ from no self-harm B P D patients on
several factors.

Self-harm behaviour was highly prevalent in this outpatient borderline sample.
Eighty-four percent (n=58) of borderline patients reported a self-harm episode within
the last six months. This figure is slightly higher than that found in other studies,
where self-harm has been found to occur in anywhere from 50 to 8 0 % of B P D
patients (Buhus, et 1 2000, Dubo, et al 1997 & Dulit et al. This elevation of the
incidence of self-harm in this study m a y be due this research being based on B P D
outpatients rather than an inpatient population group. In addition, this sample were not
involved in treatment at the time of being assessed. In comparison, other studies have
been based on inpatient populations where the opportunity, and need for self-harm

67

m a y have been reduced due to supervision and treatment, which m a y result in a lower
incidence of self-harm. Additionally, the patients from the qualitative study shed light
on the occurrence of self-harm by indicating that it can be a pattern of behaviour that
can cease and recommence at different periods of time. Therefore the prevalence of
self-harm in this study potentially could have been either higher or significantly lower
depending on each patient's behaviour at the time of assessment (i.e. they were asked
about their self-harm behaviour over the last 6 months). Further investigation however
comparing the rate of self-harm of both inpatients and outpatient B P D groups would
be required to draw this conclusion.
Hypothesis one aimed to determine whether BPD patients who self-harm will have
more interpersonal difficulties, report more problematic/disrupted adult attachment,
and be more likely to present with a fearful attachment style w h e n compared to the no
self-harm group. This proposition was exploratory in nature, as there is no research
investigating interpersonal and attachment styles for self-harm behaviours in B P D .

The hypothesis was to a large degree supported. BPD self-harm patients were found
to be more fearful of abandonment and were more likely to have a fearful attachment
style w h e n compared to the no self-harm patients. N o significant relationship was
detected between self-harm and total interpersonal problems w h e n comparing the two
patient groups. However, a significant positive relationship was found between total
interpersonal problems, intrusive and domineering interpersonal styles and increasing
frequency of self-harm behaviour. The more overall interpersonal problems a B P D
patient had the more frequently they self-harmed. Additionally, an association
between relational functioning as assessed by the G A R F and frequency of self-harm
behaviours was found. B P D patients that were evaluated as having poorer relational
functioning self harmed more frequently. There was also a significant finding that
B P D patients w h o recorded a vindictive interpersonal style on the IIP were more
likely to be a no self-harm B P D patient.

BPD is not specifically linked to a particular attachment pattern (Levy, 2005),
however these current results imply that there m a y be some evidence for certain
profiles a m o n g B P D patients. In particular, self-harm in B P D is associated with
having a fearful attachment style and fear of abandonment. The key feature of the
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fearful attachment style is a negative view of others along with a negative view of
self; the perception is that others are untrustworthy and they themselves are unworthy
(Horowitz et al, 1993), causing them to detach themselves from close relationships.
This disconnection from others m a y be contributing to their self-harm behaviour, that
is, in times of difficulty they are less able or likely to turn to others for help or
support. Also, their desire for relationships but inability to trust and form secure
relationships m a y perhaps be one of the underlying reasons that trigger their self-harm
behaviour. Lopez, Gover, Leskela, Sauer, Schirmer & W y s s m a n n (1997) found
individuals with fearful attachment styles were lacking in their ability to resolve
relationship problems and also experienced greater emotional suffering w h e n a
relationship ended (Pistole, 1995). So whilst most B P D patients have interpersonal
difficulties, having a fearful attachment style m a y be one of the contributing factors
involved in explaining and differentiating w h y some B P D patients self-harm and
others do not.

There is widespread research documenting the difficulties in treating BPD patients
(Linehan, 1993). Whilst some B P D patients can establish a good therapeutic alliance
early on in therapy, for most it does not develop until well into treatment. B P D
patients often split-off, alternating between holding either an idealised or a
persecutory view of their therapist (Gunderson, 2001), which originates from their
internalised image of themselves and others which isfractionaland polarised
(Kemberg, 1982a). According to Gunderson,' B P D patients m o v e in therapy from
engagement to a relational alliance, then through acceptance of a positive dependency
on their therapists to secure attachment and a true working alliance, and, finally, to
consolidation and integration of their selves' (Stern, 2003, p610). Establishing a good
therapeutic alliance is important in a therapeutic relationship as it provides the
foundation for therapists to help patients address and work through their difficulties
(Grenyer, 2002) and it is linked to measures of outcome (Barber, Connolly, CritsChristoph, Gladis & Siqueland 2000). It is possible that having a fearful attachment
style m a y further compound treatment for B P D patients. Reis & Grenyer (2004)
found that fearful attachment might impede a patient's response to therapy. Issues of
trust and disclosure could be obstructing progress during the initial phase of therapy.
The avoidance of a relationship m a y consequently impact on developing a strong
therapeutic alliance. Holding a negative view of both oneself and others appears to
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hamper the therapeutic process (Cyranowski, Bookwala, Feske, & Houck, Pilkonis,
Kostelnik, & Frank 2002).

Fear of abandonment is a known feature of BPD, but its significant relationship
specifically to self-harm in B P D patients is possibly a n e w finding. It is significant
that B P D patients w h o endorsed criterion one 'Frantic efforts to avoid real or
imagined abandonment' were also more likely to be the patients w h o self-harmed. A
patient's perception of real or imagined abandonment is accompanied with extreme
emotions and behaviours that can befreneticand intense. This feeling of
abandonment is regarded as absolute, irreparable andfinal.The desperate behaviour
that ensues stems from a perception that they are being discarded and deserted and a
belief that it isfinal.D u e to an inability to regulate their affect and having limited
coping abilities they r u m to self-harm behaviours (Masterson 1976).

The results from the qualitative study give further strength to these findings. Several
of the themes regarding self-harm behaviour relate to interpersonal problems and fears
of abandonment. Specifically, the patients interviewed reported that their self-harm
behaviour is related to their anxiety and fear of abandonment, where they have
difficulty coping with being alone and feelings of loneliness. The results imply that
both fear of abandonment and fearful attachment m a y predispose or have some
influence in B P D patient's self-harming behaviour. It is important to note whilst
patient one in the qualitative study describes his fear of abandonment as being his
innermost concern in life, on the assessment for B P D he did not meet criterion one on
the S C I D II. H e reported that he constantly worries that those he cares about will
leave him, and if/or w h e n they do, he neither says nor does anything to prevent them
from leaving; but will self-harm once they leave. D u e to the instructions for clinicians
on the S C I D II stipulating that suicidal and self-mutilation behaviour should not be
included, patient one w a s considered not to have met 'Real or imagined abandonment'
criterion. It seems there is an expectation that patients will externalise their fears by
showing their desperation viafranticor pleading behaviour, which is not what patient
one does. H e has a helpless internalised response rather than an externalised reaction
to abandonment issues. It is extremely questionable that a private response, such as
self-harm does not meet the criteria for Criterion one, particularly w h e n fear of
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abandonment is the primary issue for this patient and is necessary to identify for
treatment purposes.

A further significant finding was a link between overall interpersonal problems and
increased frequency of self-harm behaviours. This gives support to the existence of a
strong connection between interpersonal problems and self-harm behaviour. A study
by R o m a n s , Martin, Anderson, Herbison and Mullen (1995) found self-harm was
associated with growing up in a family with major interpersonal problems and later in
adult life continuing to be involved in abusive relationships. This is consistent with
the descriptions provided by the interviewed patients in the qualitative study. O n e
theme that emerged from the two patients was that they felt their family was not
emotionally available during their childhood, and they believed they were alone in the
world. Both patients discussed feeling unloved and uncared for as a child. They both
gave accounts of hardly ever receiving any attention from their parents, but on the rare
occasion they did, it w a s negative. This negative relationship with their parents
continued into adulthood, and set them up for m a n y problematic relationships in their
adult life. O n e of the patients gave an account of her interpersonal struggles

I've never had support, my family never cared, they have
never been therefor me. They were good at beating up on
me though. I am the way lam because of them; I've always
felt alone. I guess it prepared me for my life though, a life
where no one really cares

I would hang on in

relationship,; to absolute losers just to have someone there,
they would beat me up, be heavily into drugs, would always
put me down, cheat on me...just did whatever they wanted..,

Most BPD patient's lives are marked by tumultuous relationships, where they often
have difficulty developing and maintaining healthy relationships, and are not capable
of resolving their relationship problems (Friedel, 2004). The more turbulence and
instability in a B P D patients interpersonal world the more they were found to selfharm. Gunderson, Daversa, Grilo, McGlashan, Zanarini, Shea, Skodol, Yen,
Sanislow, Bender, Dyck, Morey, and Stout, (2006) found the overall quality of B P D
patients interpersonal relationships proved to be a strong predictor of treatment
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outcome. Unstable, chaotic, and frequent interpersonal difficulties were found to
negatively impact on a patient's recovery. The inference could therefore be that selfharm patients are as a consequence more difficult to treat than no self-harm patients,
both for their use of self-destructive behaviours and recurrent interpersonal
difficulties.

On first examination the finding of a correlation between higher GARF scores and
increased self-harm appears inconsistent with the other results and warrants further
investigation. However, there are several possibilities that are available as
explanations. T h e results found that B P D patients w h o self-harm more frequently had
a higher G A R F score. It is not that they have a high score, just a higher score than
B P D patients w h o self-harm lessfrequently.The average score on the G A R F for B P D
patients w h o self-harm w a s 51. All scores between 41-60, which is a 20-point margin,
indicate that dysfunctional and unsatisfying relationships tend to dominate. The
standard deviation on the average G A R F score was 17, which reflects the majority of
scores falling between 34- 68. Although a G A R F score of 68 falls into the next
classification range of 61-80, it still reflects relationships that are unsatisfactory, and
difficult, where pain and struggle is c o m m o n place in the resolution of conflict.

It may be that BPD patients who self-harm more frequently have more interpersonal
relationships and possibly more positive relationships overall than the less frequent
self-harm group. These relationships can create additional opportunities and situations
for problems to arise. T h e existence of close relationships m a y increase the chance
that a B P D patient m a y experience fears of abandonment, which m a y be what leads to
the increased self-harm behaviours. Further to this, it is necessary to remember that
self-harm is a coping strategy, as reported by some participants. It can serve as a very
effective and functional behaviour to help patients cope. A s reflected in these
findings, increased frequency of self-harm correlates to higher levels of relational
functioning. Perhaps a patient's frequent use of self-harm is what assists them in
being able to maintain and function to a certain extent in their interpersonal
relationships.

Alternatively, as stated, the margin for each GARF classification is 20 points, and in
this study the standard deviation w a s 17. Therefore whether a patient obtained a score
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of 40 or 55, for purposes of understanding their level of relational functioning, both
scores would technically fall into the same classification range. It is therefore unclear
whether m u c h weight can be placed on the significant result of higher G A R F scores
being related to increased frequency of self-harm. Further investigation m a y be
needed to understand and clarify this finding.

Patients whose interpersonal styles were identified from the IIP to be intrusive and
domineering also self-harmed morefrequently.O n e can speculate that these
interpersonal styles, which characteristically involve being overbearing and involving
oneself where they m a y not be wanted, is likely to result in a negative response from
others. A s a consequence feelings of rejection and abandonment m a y arise. O f
interest, for purposes of treatment, recent studies have found that interpersonal
dominance appears to be an important predictor of treatment outcome. The findings
however are mixed; Comninos and Grenyer (2007) found a domineering interpersonal
style had a lower prospect of responding to treatment, whereas Dinger, Strack,
Leichsenring and Schauenburg, (2007) found dominant patients tended to improve
more than less dominant patients. Barber (2007) suggests further investigation would
assist in identifying what characteristics of treatment m a k e interpersonal dominance a
facilitative or impending condition. Such investigation would be valuable for
purposes of having theories that predict which B P D patients, based on their
interpersonal and attachment styles, would do better with which therapeutic approach.
Clarkin and Levy (2006) report that identification of each B P D patient's dysfunction,
beyond merely having a D S M diagnosis, could assist in the development of tailoring
treatment. Understanding more about the 'mechanism of change' would assist in
patient treatment being more precise and specific and matched to patient needs.

The findings from hypothesis one suggest that both attachment style and interpersonal
problems play a key role in self-harming behaviours of B P D patients. D u e to an
individual's attachment style influencing h o w they relate to others, particularly during
times of need, screening for attachment style m a y provide invaluable information and
assist therapists in their approach to treatment. T h e findings of this study indicate that
perhaps an interpersonal therapeutic framework could be effective. Working through
interpersonal patterns could assist patients in overcoming old unhelpful patterns of
attachment that are inhibiting or preventing the development of constructive
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relationships and to achieve mastery of self-control and self-understanding in their
social relations (Grenyer, 2002).

The tendency for BPD patients to invoke splitting and idealising heavily impacts on
their interpersonal relationships. Fowler et al (1999) found that massive idealisation
and defensive splitting were significantly more prevalent in self-harm B P D patients
than in no self-harm B P D patients. This phenomenon of splitting is what
differentiated self-harm B P D patients from no self-harm B P D patients the most. The
primitive defences, of splitting and idealizing is a major source of the often confusing
and negative interactions with professionals. Therapists need to be mindful that the
chances of these defences being active in B P D patients w h o self-harm is extremely
high.

A study by Levy, Meehan, Kelly, Reynoso, Weber, Clarkin and Kemberg, (2006)
found that transference focused psychotherapy (TFP) was superior to other forms of
therapy in increasing attachment coherence and reflective function (RF) in B P D
patients after one year of treatment. There was a further significant finding of there
being a threefold increase in B P D patients becoming securely attached following the
year of TFP. A n explanation of these positive outcomes is that T F P activates the
patient's distorted internal representations of self and other during the continuing
relationship between patient and therapist (Levy, Clarkin, Yeomans, Scott,
Wasserman, & Kemberg, 2006). This helps patients to have more productive, healthy
and intimate relationships. Whilst an improvement in attachment patterns and
interpersonal interactions m a y result in B P D patients being less aggressive and being
able to turn to others during times of distress, along with decreasing their selfdestructive behaviours, it is not certain whether self-harm behaviours are reduced or
cease Clarkin et al, 2006). This would be of interest to research and explore further.
Hypothesis two aimed to reproduce previous studies findings. It was predicted that
B P D patients w h o self-harmed would be more likely to have more co-morbid
diagnoses, in particular they would be more likely to have an eating disorder and be
substance dependent compared to B P D patients w h o do not self-harm (Simeon et al
2001, Zlotnick et al 1996, Favazza et al, 1998; Anderson et al, 2002 & D o h n et al
2002, Schwartz et al 1989, Sansone, 1994) The results from this study did not support
the hypothesis or past research findings. There was no association between co-morbid
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diagnoses of eating disorder or substance dependence, as previous research had found.
The reasons for this m a y be mixed and varied.

The co-morbidity in both patients groups was relatively high, a mean of 4.63 for the
self-harm group and 3.91 for the no self-harm group. Substance abuse is extremely
c o m m o n in patients with B P D , with reported prevalence ranging from 11 to 6 9 %
(Miller, Abrams, Dulit, & Fyer, 1993). 2 7 % of the B P D patients in this study had a
substance dependence diagnosis, which is somewhat in the lower range, and m a y
possibly have affected the results. O n comparing the two groups, 2 4 % of self-harm
patients and 1 8 % of no self-harm patients had a substance dependence diagnosis.
Sansone and Levitt (2005) investigated the incidence of self-harm and B P D diagnosis
in eating disorder patients and found the prevalence of B P D from this group was 2 6 % .
There have been no studies to date that have examined the occurrence of eating
disorders in B P D and the link to self-harm. This study found 2 5 % of the B P D patients
met the criteria for an eating disorder diagnosis. O f the self-harm patients, 2 4 % had an
eating disorder diagnosis and a comparable 2 7 % of the no self-harm patients had an
eating disorder diagnosis. The presence or absence of a particular comorbid diagnosis
for B P D patients had no connection and provided no assistance in identifying which
patient would or would not be more likely to self-harm.

Perhaps the findings in the previous studies that found a relationship between selfharm and eating disorders and substance dependence were tapping into underlying
factors that both groups have in c o m m o n , and which they m a y also share with B P D
patients. Dohn, Striegel-Moore, Wilfley, Pike, H o o k and Fairbum (2002) in a study
on self-harm and substance use in w o m e n with binge eating ( B E D ) or bulimia nervosa
(BN) found rates of self-harm and substance use were elevated among w o m e n with a
history of sexual or physical abuse relative to w o m e n without such a history. They
proposed that elevated rates of self-harm and substance use in B N patients m a y not be
related uniquely to a B N diagnostic status, but m a y be related to a characteristic
shared by w o m e n with B N and B E D , such as a history of sexual or physical abuse.
Hypothesis three of this research investigated whether B P D patients w h o self-harm
were more likely to have a history of child sexual abuse, the results found there was
no connection. There m a y be no single factor that runs through all three diagnoses that
increases the chances of self-harm, there m a y actually be several factors. However,
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based on thefindingsin hypothesis one, the c o m m o n characteristic could possibly be
related to interpersonal or attachment style.

An alternative explanation for hypothesis two findings being different to previous
studies m a y be due to the population groups not being truly comparable. That is,
patients having a diagnosis of B P D in this study were being compared to patients in
other studies without a B P D diagnosis. T h e c o m m o n link was the self-harm
behaviour. O n e cannot therefore infer that because a relationship between certain
diagnoses and self-harm behaviour was found, that there is an increased probability of
patients w h o self-harm sharing similar co-morbid diagnosis.

The two patients interviewed in the qualitative study provide a further explanation for
the nullfindingin hypothesis two. Both patients describe utilising a range of
destructive behaviours, in addition to self-harm, w h e n they were struggling to cope.
O f interest is that they explain that they actually alternated between the destructive
behaviours, for example while they were regularly using drugs or alcohol to cope they
were not cutting. O n e of the patients described h o w he has at times replaced his
cutting with starving his body of food. This study is not based on the lifetime
prevalence of a patient's self-harm behaviour, but is isolated to their behaviour for the
6 months prior to the assessment. It is possible s o m e patients m a y have ceased
alternative self-destructive behaviours such as substance use, prior to this time frame.
For example, neither of the patients interviewed in the qualitative study met criteria
for substance dependence or an eating disorder, but both referred to these methods as
once being an alternative form of self-harm. Based on their descriptions of their
substance use in the past, they m a y have once met the criteria for a substance
dependent diagnosis. Studies have shown patients do alternate between different selfdestructive behaviours (Lacey, 1993), where for example deceases in one from of
self-destruction, such as substance use, is followed by the increases in self-harm
behaviours (Sabo et al, 1995). It is not u n c o m m o n for patients w h o self-harm to utilise
different methods and approaches (Pattison & Kahan, 1983).

It is important to remember this study has defined and focused on self-harm as the
deliberate, direct destruction or alteration of body tissue without conscious suicidal
intent, but resulting in injury severe enough for tissue damage to occur (Gratz 2004).
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S o m e would argue that self-harm is any detrimental act on oneself that has physical,
mental or emotional consequences (Sutton, (2005); therefore substance-use, starving
oneself or binge eating all are forms of self-harm. It is not classified as such however
in this studies description of self-harm.

Following ANOVA computations investigating the relationship between all comorbid diagnosis and frequency of self-harm, a significant relationship between G A D
and an increased frequency of self-harm behaviours was found. G A D is defined as a
chronic and pervasive disorder characterised by ongoing anxiety, excessive worries
and fears that are difficult to control (DSM-IV, A P A , 1994; Wells, 1999). This result
supports the findings from hypothesis one, in that anxiety and fears have a
relationship to self-harm behaviours. Patients w h o have G A D m a y be attempting to
alleviate or control their anxiety via their self-harm behaviour. If self-harm is one of
the main methods of coping for a B P D patient, the pervasiveness of G A D would
m e a n they are self-harming frequently to try to manage their constant anxiety. Patient
one from the qualitative study would be considered to be afrequentself-harmer,
based on his 44 discrete episodes of self-harm over a six-month period. H e has a
diagnosis of G A D and refers to his chronic fears and anxiety as being so
overwhelming and constant, that he needs his self-harm behaviour to manage the
intensity of his worries.
It is accepted in the literature that individuals with GAD experience interpersonal
difficulties and are interpersonally anxious (Borkovec, Robinson, Pruzinsky &
Depree, 1983; B r o w n & Barlow, 1992). Worry in G A D has been found to be
associated with high levels of interpersonal concerns (Borkovec et al, 1983; Brown &
Barlow, 1992). Milicevic (2005) found that individuals with G A D had more
emotional and interpersonal difficulties than controls, additionally, fearful and
preoccupied attachment styles were associated with these interpersonal difficulties,
which m a y predispose worry. Furthermore, interpersonal patterns were found to be
related to perceptions of early family environments. These findings correlate with the
results of this study with both patients in the qualitative study giving accounts of their
early negative environments, experiencing interpersonal difficulties and having a
fearful attachment style.
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The improvement rate for G A D is relatively small (Hunt, 2001) with approximately
4 0 % - 5 0 % of G A D patients attaining normal functioning (Durham & Allan, 1993;
Fisher & Durham, 1999). S o m e studies report recovery rates as low as 4 % and 1 1 %
(Fisher & Durham, 1999). The low success rate for the treatment of G A D is
comparative to B P D patients and patients w h o self-harm in that they are they are
difficult to treat and have poor treatment outcomes. Most of the psychological
treatment strategies for G A D focus on the cognitive process of worry; there have only
been a few attempts to provide therapy addressing interpersonal difficulties (CritsChristoph, Connolly, Azarian, Crits-Christoph, & Shappell, 1996) and emotional
regulation difficulties in G A D (Mennin, 2004). Perhaps the underlying and core
feature c o m m o n to the psychological problems and behaviours of G A D , B P D and
self-harm are based on interpersonal issues.

Hypothesis three was investigating trauma history in BPD patients. It was expected
that B P D patients w h o reported a history of child sexual abuse would be more likely
to self-harm. Numerous studies (Boudewyn et al, 1995; Turell et al, 2000, Sansone, et
al 2002; Favazza et al, 1989 & van der Kolk et al, 1987) found a relationship between
child sexual abuse and self-harm, and child sexual abuse and B P D (van der Kolk,
1991 & D u b o et al, 1997). In addition, several studies have attempted to determine
whether specific characteristics of childhood sexual abuse placed individuals at
greaterriskof engaging in self-harm behaviours. Boudewyn et al, (1995) and Turell et
al, (2000) found more severe, morefrequent,or a longer duration of sexual abuse was
associated with an increasedriskof engaging in self- harm behaviors and childhood
sexual abuse that was perpetrated by a parent was linked to the severity of self-harm
behaviour (van der Kolk et al 1991). This present study did not utilise patient's
specific details about their childhood sexual abuse history to establish if it contained
information relevant to self-harm behaviors.

No more than a couple of studies to date have investigated child sexual abuse histories
and self-harm based on B P D patients. Dulit et al (1994) in a study of B P D patients
raised the possibility that frequent mutilators m a y have higher rates of child sexual
abuse; however data to support this was not included in that study. Whilst D u b o et al,
(1997) found parental sexual abuse and neglect was found to contribute in the etiology
of self-harm behaviours Shearer (1994) on comparing self-harm to no self-harm B P D
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patients found no relationship between childhood sexual abuse and self-harm
behaviors.

The results of this study failed to find a direct link between child sexual abuse and
B P D patients w h o self-harm. 5 8 % of the B P D patients in this study reported a history
involving child sexual abuse. This is consistent with other studies that found between
40 to 7 1 % of B P D patients report experiencing some type of sexual abuse during
childhood and/or adolescence. In this study, 5 7 % of B P D patients w h o self-harm
reported childhood sexual abuse, as did 6 4 % of B P D patients w h o do not self-harm.

This study did not involve comparisons of 'pure' cases of patients with child sexual
abuse histories. Only 1 2 % of B P D patients reported sexual abuse as the single form of
abuse they experienced as a child. 7 % stated they were sexually and emotionally
abused, 2 7 % acknowledged sexual, emotional and physical abuse and 1 2 % reported
all three forms of abuse in addition to neglect and abandonment. Perhaps it was naive
to investigate and specifically single out child sexual abuse from other types of abuse;
and failing to take into account the enormity and impact of other forms of childhood
abuse, particularly w h e n emotional abuse is almost always present when another form
of abuse is found.

A large 89% of the BPD patients in this study disclosed a history of some type of
childhood abuse. 9 0 % of the self-harm patients stated that they were abused as a
child, and 8 2 % of the no self-harm patients reported a history involving childhood
abuse. Whilst both these two groups have a high proportion of childhood abuse
histories, one could only speculate that there m a y perhaps be something unique to the
self-harm group, within their history of abuse that sets them apart. The results showed
that a history of childhood sexual abuse does not predict self-harm behaviours in B P D
patients, however; further investigation into other elements related to childhood
abuse, such as parental neglect/abandonment, m a y generate alternative findings.
Because there is no simple direct cause-and-effect relation between abuse history and
psychopathology, Cole and Putnam (1942) recommended focusing on specific forms
of abuse in order to isolate the m a n y variables involved in assessing the psychological
effects of childhood abuse.

79

Numerous studies have found a link between a range of interpersonal childhood
traumas and self-harm behaviours. Sansone, et al (2002) found experiencing multiply
types of abuse w a s more likely to produce self-harm behaviours. Wiederman, et al
(1999) found that sexual abuse, physical abuse and witnessing violence were uniquely
related to an increased likelihood of bodily self-injury. V a n der Kolk et al, (1991)
found childhood sexual abuse and parental neglect/separation were strongly correlated
with self-harm behaviours. O f the studies that involved B P D patients, even though
parental sexual abuse and neglect was found to contribute in the etiology of self-harm
behaviours (Dubo et al 1997), parental emotional neglect emerged as the strongest
predictor of self-harm behaviour.

Defining emotional abuse is not clear-cut as it can range from a simple verbal insult to
extreme types of punishment. Helpguide (2007) define emotional child abuse as "any
attitude, behaviour, or failure to act that interferes with a child's mental health or
social development". There is an overlap between emotional abuse and emotional
neglect. Normally abuse consists of acts of commission, neglect is often about acts of
omission. It can involve failure to provide emotional support and love, a lack of
affection and warmth, or ignoring and rejecting behaviours. Emotional abuse and
neglect m a y not be as overt, or obvious as other forms of abuse, but it can be equal to
or exceed other forms of abuse (Egeland 1997, Erickson & Egeland, 1996). A study
by van der Kolk et al (1991) found neglect to be a compelling predictor of the
maintenance of self-harm behaviours, where despite ongoing treatment, patients failed
to relinquish their harmful behaviour. The two self-harm patients interviewed in the
qualitative study both disclosed a history of childhood emotional abuse by their
parents, with patient two also reporting parental/sibling physical abuse. The problems
from their childhood still impact and resonate strongly for them n o w as adults. O n e
patient stated
I went through my whole childhood trying to get attention off
my family and to show them 'Look, I'm sick, I'm scared, I'm in
pain, I'm in need of a bit ofguidance' and I did not get it. I
had to tell myself as a kid 'that's life' and 'I've got to be
strong'just to survive. I needed someone to notice; no one did,
so that's when things got ugly. I would try all other avenues
first and this (self-harm) was a last resort.and that did not
even work

I still long for their attention. I somehow got
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through my childhood, trying to get their attention and never
got it, I'm thirty-six and I still don't get it. I can't stand these
feelings of being alone. Ifeel neglected because my parents
always shut the door in my face. They, they just don't care
kind of thing. They just really don't. Like I've had chrohns
disease now for three years and I've seen them twice, in one
way I don't particularly care, but then again I do, it's like
"well I know where I stand' type of thing. This makes me harm
myself more. My family just don't want to know about it (selfharm)...they don't ever talk to me about it. It makes me feel
rather worthless when my family don't want to know and
would look away ofI showed them. I try and make some sense
of it (their behaviour), I've had to do that most of my life to
cope... my parents just would not give me the time to talk to me
orfindout about me, I never felt the same as everyone else.
I'm now left to scrape up the good parts of my childhood and
try to make a future being an adult with what I've learnt,
which isn 't a great deal.

In light of the richness and detail from the patients in the qualitative study together
with their profile, (a history of childhood emotional abuse, fearful attachment style,
fear of abandonment and the use of self-harm to cope), it would be interesting and
worthwhile to further explore the putative links between childhood emotional
abuse/neglect and self-harming for B P D patients.

Hypothesis four investigated whether dissociation was one factor involved in
differentiating self-harm and no self-harm B P D patients. Past studies have found a
relationship between self-harm and dissociation (Van der Kolk et al, 1991; L o w et al
2000, Zweig-Frank, Paris and Gudzder (1994) and dissociation and B P D (Dahl 1987
& Shearer 1984). Based on previous research it was predicted that higher levels of
dissociation would be found in B P D patients w h o self-harm as opposed to B P D
patients w h o do not self-harm. The results of this study supported this hypothesis,
with a relationship being found between dissociation and B P D patients w h o selfharm.

In line with this studies findings of a link between self-harm in BPD patients and
dissociation, Fowler et al (1999) reports that self-harm B P D patients experience more
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fragmentation and boundary disturbance than no self-harm patients. The belief is that
B P D patients w h o self-harm do so in an effort to prevent going into a 'dedifferentiated
existence' (the dissociative world) by creating a concrete marker of their outer
boundary, keeping them in the 'real' world (Muller 1996).

Dissociation involves the process of becoming removed from reality, and not being
fully connected to the m o m e n t ; it can be accompanied by feelings of numbness or
being spaced out, and relief of pain from the situation (Zlotnick et al 1996). Whilst
being in trance like state can be a helpful defense at times, it is a problem w h e n it
becomes an unremitting and involuntary response to anxiety that one has no control
over. T h e inability to ground oneself can be afrighteningexperience (Strong, 2005).
Brodsky et al (1995) put forward that self-harm m a y be a direct response to a
dissociative experience. Patients m a y be trying to end the anesthetized state they are
in an attempt to return to being present again in their bodies. T h e rationale is that
physical pain m a y help them to stay or become present in the moment. This m a y or
not work for all patients. The two patients interviewed in the qualitative study both
described an inability to feel pain whilst cutting:

"Ifelt completely numb and felt no pain when cutting"

"Ifeel no pain at all. It gets hot; I get really hot flushes when it
is happening. I have like a tunnel vision type thing. No one else
sees. I guess it is years of practice; others are just oblivious to
it. It is just a needed outlet for me. I may only become aware of
the wound two hours later when it sort of hurts

Alternatively, rather than self-harm being a byproduct of dissociation, self-harm may
serve a similar function to dissociation, with both playing a role in helping an
individual disconnect from distressing experiences. This would m e a n the two
phenomena co-occur, operating at the same time, or used alternatively, rather than one
causing the other. Both provide "psychological and physiological relief from states of
overwhelming tension and arousal" (Strong, 2005 p. 43). Just like self-harm,
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dissociation m a y also be construed as a form of self-regulation w h e n affect regulation
fails (Rauch, van der Kolk, Fisler, Alpert, Orr et al, 1996).
The patients interviewed describe:

" For me self-harm is mainly about escaping fear. Trying to
escape fear or escape my reality, the time. It could be about
anything. I am just afraid of so many things, so many things
worry me. The worst is being alone andfeeling no one
cares

IfIfeel overwhelmed or things are too much I

might start just scratching the inside of my thighs, I'll scratch
and scratch and scratch on a perfectly healthy bit of skin until
there is blood. Seeing the blood is like a release "

"I was completely shattered, crying all the time, the cutting
helped to get rid of some of the pain and to release the crap I
was feeling. I alternated between the cutting and drugs to take
me to a different place and I did not have to think. "

Whilst in the literature dissociation has most commonly been linked to histories of
physical and sexual abuse, West, A d a m , Spreng, and Rose, (2001) found dissociation
m a y also occur as a result of childhood neglect or emotional abuse, or in homes where
children experience their parents to be frightening and erratic (Blizard, 2001). This
m a y help to shed light on hypothesis three findings and give more weight to the
proposal that emotional abuse, neglect or an invalidating environment m a y be causal
factors in the development of maladaptive coping strategies, such as self-harm and
dissociation. N o t having good emotional attachment m a y thwart the learning of selfsoothing behaviours and the regulation of feelings. In addition, children leam that
they cannot trust others to help them achieve a state of calm.
The negative consequence of poor childhood attachment is immeasurable. A study by
Coe, Dalenberg, Aransky, Reto (1995) found an association between attachment style
and dissociation that m a y help to further our understanding of this studies results. Coe
at al (1995) suggest that having a fearful attachment style involves having an extreme
form of adult insecurity in which one is unable to take refuge with others or
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themselves. Such a lack of confidence in self and important relationships m a y result
in the overuse of dissociative defenses.

In light of the findings thus far, it would be interesting to explore for any links
between the significant findings. Fearful attachment, fear of abandonment and
dissociation are all independently linked to self-harm in B P D patients, but it is not
k n o w n if there is a direct relationship between each of these factors. There is a
potentially promising profile emerging of a B P D patient w h o self-harms.

Hypothesis five proposed that impulsivity would be more of a problem for BPD selfharm patients than no self-harm patients. Unlike studies that found a relationship
between impulsivity and self-harm behaviours (Hawton et al 2002; & R o d h a m et al
2004), this research failed to find an association. A high percentage (86%) of B P D
patients from this study met D S M - I V criterion 4, 'Impulsivity' on the SCID-II. O n
comparison of impulsivity between the self-harm and no self-harm groups, no
differences were detected; the two groups were found to be similarly matched.

One possible explanation for this null finding may be similar to the reason proposed
for the null finding in hypothesis two, that is, it m a y be an alternative behaviour.
There are numerous ways a B P D patient could behave impulsively, such as
uncontrollable eating, excessive consumption of d m g s or alcohol, promiscuity,
shoplifting or driving recklessly. Most patients, 8 6 % from the self-harm group and
9 0 % from the no self-harm group have at least one form of impulsive behaviour,
which places them at substantialriskof being harmed. The majority of patients from
this study have difficulty controlling their impulses. This essentially means that rather
than having well thought out reasoned responses to situations, B P D patients m a y
display no self-control; they give little or no thought to neither their behaviour nor the
resulting consequences. A B P D patient's self-harm behaviour m a y at times be defined
in a similar way. For example patient one from the qualitative study said:

"At the time of cutting I'm not thinking about the outcome, it is
just what I have learnt to do to cope "
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In addition to self-harm behaviors, patient one also has impulsive behaviours, while
patient two at the time of the assessment did not. While self-harm can be an impulsive
reaction to a situation, it can also be a deliberate and planned behaviour, whether it is
a cry for help or form of self-punishment.

Irrespective of whether it is impulsive or premeditated, it is a maladaptive response to
stressful situations. This m a y be the c o m m o n link between self-harm and impulsivity.
Both are often reactions to an emotional crisis or w h e n one is feeling highly anxious
and alone (Friedel, 2004). O f the B P D patients in this study w h o do not have selfharm behaviours, the majority (90%) have impulsive behaviours, which can also be
very destructive. T h e question of w h y some patients self-harm and others do not is
unable to be answered by looking at impulsivity; based on thesefindings,it is more
likely that they co-occur or serve a similar function.

There is a litany of reasons documented in the literature as to why people self-harm.
M a n y of the functions of self-harm behaviour seem to overlap. The most accurate
method for determining the purpose of self-harm can be obtained by asking the patient
about their behaviour. S o m e patients m a y only be able to indicate that 'it helps them
cope', while others can give a detailed rationale for their actions. Ultimately, a
patients o w n account of their behaviour will provide the most valuable information
towards understanding the function and meaning of self-harm. Research Question 2
aimed to investigate what B P D patients w h o self-harm see as the function of their
self-harming behaviour.

The two BPD patients interviewed in the qualitative study provided invaluable
information to aid in the understanding of not only the purpose of self-harm
behaviours, but also the possible aetiology and cause of self-harm. Several key themes
emerged that were pertinent to both patients.

i) Patients felt their family was not emotionally available during their
childhood, they believed they were alone in the world
ii)

Patients' negative relationship with their parents continues into adulthood.
Patients still want positive attention, or a sign from their parents that they
are loved and cared for.
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iii)

Anxiety and fear of abandonment. Difficulty coping with being alone and
feelings of loneliness

iv)

Self-harm is a form of communication, w h e n emotions are beyond words

v)

Self-hate and self-blame can lead to wanting to hurt and punish oneself.

vi)

Self-harm is an outlet; it helps to release emotions and bring about a state
of calm.

vii)

Coping and surviving a crisis. Self-harm can often be a suicide prevention
strategy

There were two themes in particular that seemed to dominate; childhood neglect and
ongoing fears of abandonment. Both patients recount their experiences and feelings
about these issues throughout the interview. T h e families of both patients were
described as being present but emotionally unavailable to them during their
childhood. Patients explained that their feelings were ignored, dismissed and
invalidated by their families, they believed they were alone in the world and needed to
be emotionally resourceful to survive. They both gave accounts of hardly ever
receiving any attention from their parents, but on the rare occasion they did, it was
negative. They tearfully discussed h o w they felt unloved and uncared for as a child.
They grew up believing there was something wrong with them, they felt they were
unlovable. O n e of the patient's self-harm behaviour started at a young age, and he
directly relates it to being a product of his family environment, a combination of his
constant anxiety and a w a y to try to get some attention at home.

/ was only ten or eleven when I started to chew my nails, just
like most people do...whereas I would chew to the point of lots
of blood and move away from my nails onto my hands and
actually take thefleshoff....and it has never stopped. I was just
mister nerves as a kid... it was a daily thing. I'd always get told
by parents ' stop chewing' but they never took the time to
look.it was just a passing comment 'get your hands away'. I
went through my whole childhood trying to get attention off my
family and to show them 'Look, I'm sick, I'm scared, I'm in
pain, I 'm in need of a bit of guidance' and I did not get it. I
had to tell myself as a kid 'that's life' and I've got to be
strong'just to survive. I needed someone to notice; no one did,

so that's when things got ugly. I would try all other avenues
first and this (self-harm) was a last resort..and that did not
even work.

These patients have only had themselves to rely on, having never been taught how to
calm their bodies, self-soothe, or modulate their emotions; they did the best they
could to survive. Healthy secure parental attachment provides safety, emotional
accessibility and responsiveness act as physiological regulators (Schore, 1993). A s a
substitute for the absence of a secure attachment, these patients turned to self-harm to
help them cope. Self-harm can offer several things to the patients, it can communicate
their pain, it can help them achieve an eventual state of calmness, it can hurt them
physically w h e n they believe they deserve it and it can stop them from getting to the
point of taking their o w n life. Self-harm, by the patients o w n accounts, serve a variety
of functions.

Although several themes have been identified, there is considerable overlap and
relatedness between all them. T h e pain of their childhood w o v e itself throughout the
interview. Both patients described their pain of feeling alone and emotionally
abandoned and neglected as a child and h o w it resonates and continues on in their
adult life. Patients divulged that they still y e a m for the love of a parent, or a sign that
they care. Patients continue to have m a n y needs that require support, but these
continue to go unmet b y their parents. They are almost transfixed in time, still being
frightened and scared of being alone.

/ can't stand these feelings of being alone. I feel neglected
because my parents always shut the door in my face. They,
they just don't care kind of thing. They just really don't. This
makes me harm myself more.

The pain and fear that the patients have of being alone, that stems from being
neglected b y their families, has generalized itself to all their relationships. Anxiety
and the fear of being alone that consume both patients was a further theme obtained in
the qualitative study. Being physically alone is often interpreted as a sign of
abandonment or rejection. Both patients struggle to cope with their overwhelming
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thoughts and w h e n they feel powerless and vulnerable, they utilise self-harm as a
strategy to help them m a n a g e , get b y and continue functioning.

For me self-harm is mainly about escaping fear. Trying to
escape fear or escape my reality, the time. I am just afraid of
so many things, so many things worry me. The worst is being
alone and feeling no one cares

One example is the

time I cut myself up bad when the football grandfinalwas on.
People came over, they came in like a cyclone

then all left,

I was like 'oh great.. enjoy yourselves' within an hour of
them leaving the cutting started

they all left me. Ifelt so

alone. Ifelt they had abandoned me

I just don't want to be scared anymore. I mean the mutilation
stuff, I live it everyday, I'm not afraid of it, the anxiety and
depression and fears about being alone are so much more
frightening-it is those feelings that I need to overcome.

The self-harm for me is worse around Christmas time. Around
Christmas and New Year I know that its especially the most
loneliest time of year for people who, like myself, hasn 't got
anyone and I try my hardest not to stay at home and be like
that because I want to be out with people. The few people that
I do know all got invited to parties

/ was not given one

invite. As the night progressed I was getting more and more
depressed, just hearing everyone in the neighbourhood,
laughing,fireworksgoing off. I closed my windows and turned
up the TV. It made me realise just exactly how lonely and
alone I am, it threw me into such a depressionalfitwhere Ijust
started cutting. I then drank heaps, passed out, woke up and
started cutting again. It is the mostfrighteningand horrible
feeling to be on your own; I can never get use to it.

Common to most BPD patients is an inability to identify and appropriately display
their emotions. Patients can frequently b e c o m e overwhelmed b y both the mixture and

enormity of all their feelings. In order to cope, they vacillate between emotional
inhibition or b e c o m e expressively reactive (Linehan, 1993). Self-harm could be
interpreted as a combination of the two. It is reactive, while often being personal and
very private. Self-harm behaviour says so much; it is a non-verbal form of
communication. This w a s a further theme obtained from the interview. Both patients
interviewed stated h o w self-harm is a w a y to express things they are incapable of
articulating or speaking about. While for some patients it m a y be for attention, it is
attention needing, rather than attention seeking. Patients m a y self-harm in the hope
that they will be the recipients of a caring and concerned response. It m a y be the only
w a y they k n o w h o w to communicate and express the psychological pain they
experience, as words cannot capture or convey their emotional suffering.

One of the patients interviewed acknowledged that for him, self-harm can often be for
the purpose of eliciting attention. H e reports that as a young child he tried other more
acceptable w a y s of communicating his pain, but was ignored or received an inapt
response.

"I needed someone to notice; no one did, so that's when things
got ugly. I would try all other avenuesfirstand this (self-harm)
was a last resort.. and that did not even work "

As an adult he continues to self-harm, often in the hope that others
will respond and demonstrate that they care.

Something always triggers it (SHB) off, sometimes it can even
be an attention thing if I'm not sure how to verbalise my needs.
It (SH) is a private thingfor me to do, but I think for me it is a
cry for help kind of thing. IfI do it in private I will eventually
always tell someone what I have done. There was a time Ifelt
so bad that I said to afriend"if they make me go to work I'm
going in injured"..so they could see that I have a mental illness
because no one was listening, people only react to the physical
stuff that thy can see'
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In reality there are no benefits in self-harming, because you
end up with disappointed emotional stuff, but there have been
the times when I've got the care and attentionfrommy close
friends.

You can do it in so many different ways. Sometimes I won't cut
or scratch myself, I'll starve myself, or I won't sleep

the

eating is an attention thing because it is like I won't eat so
people (myflatmates)will say 'want dinner?' and I can say 'no'.
then I do get hungry and I want them to keep feeding me
questions, but sometimes they just say 'no worries, let me know
when you feel like it'. It is after a day or two they 're like ' what,
what's wrong, you know you need to eat'.

Self-injury is a very indirect method of communication. While the injuries from selfharm informs others and tells a story of emotional pain it is subject and open to
interpretation. If the w r o n g impression and meaning behind the wounds results, a
patient can be left feeling additional shame, guilt and embarrassment about their
actions. Therefore it is m o r e apt to describe self-harm as a form of
miscommunication. Because the message that others derive about self-harm
behaviours can often be distorted and inaccurate, patients leam to go to great lengths
to hide both the behaviour and the scars that permanently remain behind. For patient
two self-harm brought with it additional emotional abuse, and fed into her primary
fear of being rejected. In order to prevent others from discovering her w o u n d s she
tried to keep herself distant in relationships, yet all this patient wanted w a s to feel
connected to others.

The scars do show the pain I am in, but I do everything to not
show the wounds. In one way I wish people would see the
marks I have and understand what it is about. But I will always
cover them up, I try to keep itfrompeople, even those I have
been close to had no idea I was cutting, I tried to keep it from
them, even with my partner at the time when we were sleeping
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together I always made sure my arms were covered. I was just
worried if anyone saw they would put me in the nut house.
When others did see orfindout, they would tell me that I'm
psycho and that they would slap me in the head and stuff like
that. No one wanted to know, I suppose people did just not
care.

It is evident that self-harm behaviours play a role in relationships. Some patients may
use self-harm to communicate their needs in an attempt to bring people w h o m a y
assist or nurture them closer. However, the flip side to this is the behaviour itself can
push others away, or in order for s o m e patients to maintain the secret, as with patient
two, they keep others at a distance.

While others may 'punish' self-harmers via their attitude, disdain and judgment about
such behaviour, patients m a y use self-harm as form of punishing themselves. Selfharm for the purpose of self-punishment w a s thefifththeme found in the qualitative
study. A study b y Osuch, et al (1999) found punishing oneself w a s a central aim
a m o n g patients w h o self-harm. Based on the two patients interviewed, the motives
behind w h y they self-punish differs. O n e of the patients interviewed in this study
holds a strong belief that she is 'bad' and does bad things and deserves to be
punished.

Self-harm is never a good thing for me because most of the
time Ijust saw it as a way of punishing myself. It never made
me feel better or anything. Ijust thought I was very stupid and
that I must have done something really really bad in my
lifetime to be put in the position I was in life, I've never had
anything good come to me, it is one bad thing after another
throughout my whole life, so I thought I was bad and must
have done horrible things, so I thought I would punish myself
for it. I always have those thoughts; I'm constantly saying to
myself' I'm stupid', and often saying it as I'm cutting myself
up. It is easy to do, my body is use to it, I use to get whacked
all the time at home as a kid and then getting into fights

growing up, so basically, you know, my body is tolerant to
pain.
This patient blames herself for most things that go wrong in her life. She is extremely
self-critical and states that she hates herself. Following a history of abuse and neglect
it is not u n c o m m o n for people to believe that they are evil or bad and deserve to be
punished (Connors, 2000). Miller (1994) comments that holding the view of being
bad, unlovable and disgusting activates feelings of rage, fear and anxiety. This in rum
triggers the self-harm behaviour. A further interpretation of self-punishment is after
enduring years of physical abusive and aggressive acts on ones body behavioural reenactment of the trauma occurs, where the self continues to play the role of the victim
(Van der Kolk, 1989). Simpson and Porter (1981) found that self-destructive activities
were related to primal behaviour patterns originating in traumatic relationships with
hostile carers during the formative years.

Whilst self-punishment was not the primary motive for patient ones self-harm
behaviours, he did state that he m a y self-harm to punish himself for the occasions
w h e n he hurts other people's feelings, or lets others down.

There are times I feel real loss and guilt and hate myself for
what I do. Hurting yourself physically believe it or not is easy.
It is watching other peoples reactions later and you see how
much its upset them to see someone they care about hurt. Ifeel
like a liar. I lie to people, only some people I can tell the truth
to. The remorse Ifeel makes me sick. I take it on board so
seriously after I've done it and it makes me sick that I let
people down. I then start feeling so down on myself and want
to cut more. It is then a cycle. Or I'll be angry at myself and
that can trigger up things so much further. When Ifeel anger it
is more about punching myself, wishing someone would just
smack me in the head because it is like 'Yeah, you deserve
this'. They won't do it, so I will do it to myself.
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T h e vast majority of literature about self-harm as a w a y to self-punish links
aggression and anger to this act. Menninger (1938) documented self-harm as being an
incredibly hostile act that is directed on oneself for the purpose of self-punishment.
Novotny (1972) considered this aggressive action turned on to the self occurs because
of anger towards others; they do not unleash their fury on others, as they would be in
jeopardy of being alienated or rejected. D u e to the pent up rage still requiring an
outlet, the self acts as a substitute for the person w h o is the actual target of their
anger. In line with hypothesis one findings of fears of abandonment and rejection
being the primary cause behind self-harm behaviours in B P D patients, Pao (1969)
found that the rage that initiates the self-punishment was commonly triggered by
feelings of abandonment and neglect.

BPD patients are prone to reacting excessively to many life events (Friedel, 2004).
Once in an emotionally charged state, with a mixture and array of different emotions
being felt, it m a y be difficult for patients to reduce the intensity of their mood. Selfharm m a y assist in this function. This relates to the next theme that was obtained from
the qualitative study of self-harm being an outlet for the release of emotions and
bringing about a state of calm. Self-harm utilised for tension reduction features
frequently throughout the literature (Kemperman, et al, 1997; Favazza & Rosenthal,
1993; Walsh & Rosen, 1988; Osuch et al, 1999). Patients from this study described
h o w self-harm aids in the release of anxiety, worry, panic and depression. It has the
ability to sooth and help induce a feeling of calm, acting almost like a sedative or an
anaesthetic for emotional pain. The patients describe their body being n u m b ; there is
nothingness, no emotional, no physical pain at the time. Witnessing blood is
described as a release; it is symbolic of the eradication of pain. The n u m b feeling that
comes with it allows a temporary respite from the psychological suffering.

If I feel overwhelmed or things are too much I might start just
scratching the inside of my thighs, I'll scratch and scratch and
scratch on a perfectly healthy bit of skin until there is blood.
Seeing the blood is like a release. Once I see a blood blister I
start somewhere new where the skin is not broken and start
again and slice my skin with my nails

Sometimes I think I

can get these feelings and this illness, or whatever it is that I

have, and pressure it out and then I will be better. I use to do
drugs for the same reason, an outlet for the pain and sadness
and all the crap. I'm not proud of it, but mutilation has
definitely been the most prominent and definitely the most
dominant thing that has helped me to calm myself down.

I cannot handle my emotions, the main one being anger. I was
angry about everything, when I was angry I would put a fist
through the wall. It is when I started to feel a whole heap of
other emotions, when all the pain and sadness came and I was
down quite a lot of the time that the cutting began. I then kept
cutting when I realised that hitting a wall wasn 't working, and
then found the cutting helped a lot more

I was completely

shattered, crying all the time, the cutting helped to get rid of
some of the pain and to release the crap I was feeling.

Favazza (1987) documents that self-harm can offer patients a swift release from
anguish and psychological torment. Favazza et al (1989) found approximately 6 5 % of
respondents felt better straight after they self-harmed. In a study b y K e m p e r m a n et al
(1997) B P D patients reported an improvement in positive affect and a decrease in
negative affect following self-harm. Both this study and numerous other studies have
cited emotional release and affect regulation as being one of the central functions of
self-harming.

The final theme obtained from the qualitative study is self-harm acting as a suicide
prevention strategy. Both patients were very clear that there are distinct differences
between self-harm and suicide. Self-harm is perceived as a coping strategy, it helps
them get by, it temporarily release the suffering. Self-harm helps to keep them alive.

I can tell you from my point of view, from what I do with me
personally is not a suicide attempt, as I've had a couple
(suicide attempts) that were deliberate and failedfortunately.
Mutilation is different, it is not suicide, I do not want to die, I
never hurt myself to the point where I could die. It helps me to
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get through and not get to the point of suicide. For me the selfharm is to release the pain and a cry for help.

Cutting has got nothing to do with suicide, cutting is helpful, it
keeps you alive it keeps you going to cope with things. When I
get suicidal it's at a point where I'm sick of trying and even the
cutting no longer works, it is not enough.

Throughout the self-harm literature the term 'self-harm' has often been used
interchangeably with 'parasuicidal behaviour'. Placing self-harm in this category fails
to distinguish deliberate self-harm from suicidal behaviour. The definition this study
has assumed for self-harm is: the deliberate, direct destruction or alteration of body
tissue without conscious suicidal intent, but resulting in injury severe enough for
tissue d a m a g e to occur (Gratz 2004). Unlike suicidal behaviour, there is no deliberate
intention or attempt to die through the self-harming behaviour.

Whilst self-harm and suicidality both take place as a result of overwhelming pain and
suffering, the function they serve makes them somewhat dissimilar. Self-harm has
been described b y patients as a w a y of keeping them alive and being able to continue
functioning, whereas suicide is about afinaland permanent ending of their unresolved
pain (Connors, 2000). A study by Brown, et al (2002) found self-harm was for the
purpose of expressing anger, punishing oneself, to generate normal feelings, and
distract oneself, whereas suicide attempts were morefrequentlyreported to be for the
benefit of others. Whilst the intent behind self-harm and suicidal behaviour differs, a
strong connection exists. A substantial 8 0 % of the B P D patients in this study reported
that they have attempted suicide. O n comparison between the two groups, 9 0 % of
patients in the self-harm group have attempted suicide, with a significantly lesser
amount of 2 7 % of patients from the no self-harm group attempting suicide. O n e
explanation for this difference is that for the self-harm patients their self-harm
behaviour m a y cease to be effective, increasing the likelihood of suicide as an option
to achieve an ultimate and absolute escape (Allen, 2004).
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This studiesfindingsare further supported by that of Dubo, et al, (1997) w h o found
6 5 % of B P D patients w h o frequently self-harmed also had a history of suicidal
behaviour. Hawton, Houston and Shepperd, (1999) found close to half of all people
w h o completed suicide had previously engaged in self-harm behaviours. Interestingly,
Sabo, Gunderson, Najavitis, Chauncy and Kisiel (1995) found no connection between
suicide and self-harm behaviours in a 5 year study involving female B P D inpatients.

Clinically, what is most important to gain from this theme is that assumptions should
not be m a d e about a patients self-harm behaviours and interpretations of the meaning
behind their wounds. It is imperative that suicide is distinguished from self-harm
behaviours, whilst still being mindful of the potentialriskof suicide. This can only be
achieved by asking and being open to a patient's explanation for their behaviour.

Overall, the results of the qualitative study provides insight into the functions of selfharm behaviours for B P D clients. O f most importance and significance is the finding
of fear of abandonment and rejection being the central issue that not only initiated but
also continues to be the basis for a patient's self-harm behaviour. Both patients gave
histories of emotional abuse, neglect and an invalidating environment, which gave rise
to their intense fear of abandonment and rejection. This fear appears to be for these
two individuals the golden thread that is behind the interpersonal problems that
ultimately triggers their unbearablefranticemotional state, requiring them to turn to
one of the only coping mechanism they know, self-harm.

There is an overwhelming degree of consistency in the findings of the quantitative and
qualitative studies of this research. In response to research question three, the
correlates of self-harm behaviour in B P D patients found in study one do match the
responses and insights provided by B P D patients in study two. The qualitative results
appear to confirm the findings that there is a significant relationship between fear of
abandonment, fearful attachment styles, interpersonal problems, dissociation and selfharm behaviours that were also evident in the quantitative study. The results of this
study illustrate the complex interaction between childhood abuse, poor attachment,
fear of abandonment, interpersonal problems, and negative view of self on self-harm
behaviours.
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All theories of B P D acknowledge biological, genetic, inheritance factors interacting
with environmental stressors (Linehan, 2002, Fonagy et al 2004). There is no one
single model that is able to explain the aetiology of B P D , nor a model that accounts
for all self-harm behaviours. Previous studies have shown that histories of childhood
trauma and insecure childhood attachment m a y be linked to the development of B P D
(Bateman et al, 2004), and also to the use of self-harm behaviours (Allen, 2004). The
results from this study give support to the attachment-trauma model as a w a y of
understanding self-harm in B P D patients.

In this study it was found that fear of abandonment, fearful attachment style and,
dissociation were associated with self-harm behaviours. In particular, the results
indicate that childhood histories that involve parents w h o were emotionally
unavailable and w h o were invalidating (ignoring or rejecting) of children's feelings
m a y be important. The major insecure attachment style that was prominent in B P D
patients w h o self-harm was the fearful attachment style. Both of the patients
interviewed in the qualitative study had a fearful attachment style, and acknowledged
being directly invalidated by their parents. It is proposed that due to their rejecting
environment and negative view of other, these patients failed to develop good coping
strategies or leam h o w to regulate their emotions. Having no appropriate emotional
outlet and to avoid further invalidation, they expressed painful emotional reactions
privately, resulting in a tendency to control their affect via means of self-harm.

There are a multiplicity of reasons for self-harming, and most of them interrelate. The
range of functions that self-harm serves has been detailed in numerous other studies
(Miller, 1994; Favazza 1986, 1996; Connors, 1996a, 2000; Solomon & Farrand, 1996;
Ousch et al., 1999; Suyemoto, 1998; Briere & Gil, 1998). The seven themes that were
found in this study as to w h y B P D patients self-harm involve fears of being
abandoned and rejected, stemming from an invalidating and emotionally abusive
family environment, a desperate want to be loved by their parents, difficulty coping
on their own, an attempt to communicate their pain, self-punishment, an outlet for
emotions and a suicide prevention strategy.

Whilst patients had insight into some of the functions of their self-harming behaviour,
they seemed to be less aware of the aetiology of their behaviour. Both patients were

attentive to the fact that w h e n they feel intense anguish and turmoil they rum to selfharm as a w a y of getting them out of their unbearable emotional state; however, they
were less in touch with what underlies the depth of their emotional pain and what
seems to constantly re-trigger their intolerable suffering. The core issue for both
patients related to their experience and fears of being abandoned and rejected.

This finding ties in with the profile that emerged in the qualitative study of the
characteristics of B P D patients w h o self-harm. O n comparing B P D patients w h o self
harm to B P D patients w h o do not self-harm, self-harm patients were linked to having
a fear of abandonment and rejection, having a fearful attachment style and having
higher levels of dissociation. O f further interest was the finding that patients w h o had
numerous interpersonal problems, an intrusive and domineering interpersonal style, a
poor G A R F assessment, and a G A D diagnosis were more likely to be the patients w h o
self-harmed m o r efrequently.Unlike thefindingsin other studies, no relationship was
found between C S A history, eating disorder, substance dependence or impulse control
problems with self-harm behaviours.

A key issue or characteristic that seems to underlie a BPD patients self-harm is their
chronic fear and troubles with interpersonal relationships. This is likely to have
originated and been influenced by their problematic and insecure childhood
attachment bonds. This adverse start in life m a y have served to create a preconceived
perception about rejection, exclusion and alienation (Pilkonis, 2006). This negative
view triggers and fuels their unbearable emotional state. The overall picture or
sequence for B P D self-harm patients m a y then take the following format: it
commences with the fear of being abandoned or rejected, which is embedded in most
of their interpersonal problems, this then brings about intolerable emotional pain,
which ultimately leads to the use of self-harm behaviours, as a w a y to cope. The
dissociation that self-harm patients experience m a y be activated by the emotional pain
and anxiety and co-exist with the self-harm, or alternatively the self-harm is utilised to
ground the patients and return them from their dissociative experience.

Assessing BPD patients on attachment, interpersonal styles, dissociation and the
personal meaning concerning any self-destructive behaviour m a y be helpful for
treatment purposes. It reveals valuable information regarding w h y patients m a y be

stuck both in therapy and in their social relationships, and serves as a possible red flag
about their self-harm behaviour. Bateman and Fonagy (2006) in their mentalization
based treatment for B P D regard exploration of a patients interpersonal experiences as
necessary as it reveals a wealth of information about the problems a patient presents
with, self-harm being one such issue, and forms the essential framework for the
assessment of mentalization.

Self-harm behaviours cannot be looked at in isolation purely as a behaviour that a
patient utilises to cope with their distress. Nor is it sufficient to merely offer and
encourage patients to use alternative constructive coping strategies as a means of
ultimately changing their self-harm behaviours. The evidence suggests that B P D selfharm patients are caught up in a cycle of wanting the security and safety that comes
with having strong attachments but are stuck in their fearful attachment style of
viewing both self and other as negative. A s a result it is necessary to work towards
increasing a patients sense of security in the attachment relationship with both the
therapist and other interpersonal relationships in order to develop a more consistent
sense of self and other. Changes in attachment patterns and interpersonal style m a y
then influence and alter the core reason and need for a B P D patient to self-harm.
Therefore the whole of treatment is required to effectively address B P D patients' selfharming behaviour.

4.2 Limitations and Strengths of this study
O n e of the major strengths of this study w a s having a B P D group w h o was being
treated in an outpatient community setting. The patients were referred to the Affect
Regulation Clinic ( A R C ) for assessment by general practitioners, treating
psychiatrists, treating psychologists, accident and emergency department Wollongong
Hospital, community health centres or were self-referrals. Clinical samples such as
these are important to research, as they are naturalistic and more likely to represent
the types of patients that are typically seen in clinical practice generally. The sample
consisted of 69 B P D patients, which is quite comprehensive for a study utilising a
community based treatment program. Although the ratio of males to females was
approximately 1:5, the mere inclusion of males in this study was advantageous and

further enhances the generalisibility of thefindings.All other studies comparing selfharm and no self-harm B P D patients were based on inpatient populations, with three
of thefivestudies having no to minimal inclusion of male B P D patients. The study by
M c K a y et al (2004) was based on 48 female B P D inpatients, Shearer (1994) findings
was based on 62 female B P D inpatients, and the study by Fowler et al (2000)
involved 90 B P D inpatients, only 2 % of which were male.

This study examined a diagnosis specific group, BPD patients with co-morbidity on
Axis I disorders. The use of two methodologies in this study (qualitative and
quantitative) without any missing data was also an advantage. The qualitative part of
this study appeared to confirm quantitativefindings,so there was consistency of
results across the two methodologies. The two patients w h o were interviewed for the
qualitative study had been attending regular therapy through the A R C program for
several months, which m a y have contributed to their ability to provide suchrichand
in depth accounts of the function of their self-harm behaviours. The ongoing rapport
and building of the therapeutic alliance over time in therapy m a y have served to
increase the validity of the qualitative results as the patients were open and receptive
to being involved in the study.
One of the major limitations of this research is the use of retrospective instruments for
purposes of obtaining childhood histories. O n e of the main criticisms about the use of
retrospective instruments is that responses provided by participants are retrospectively
biased. It is hypothesised that the emotional states of people completing self-report
measures influence their responses on such measures (Wiffen & Sassevile, 1991;
Zemore & Rinholm, 1989). It is thought that people w h o are anxious and depressed
are more likely to view past events more negatively. However there is research that
has reported empirical support for the validity of retrospective reports in the areas of
childhood abuse (Bifulco, Brown, Lillie, & Jarvis, 1997) and the recall of parental
behaviour. Although prospective longitudinal research would be preferred, it is rare.
The current reality is the majority of research studies examining the link between
psychopathology and childhood experiences are retrospective. For this reason any
findings m a y need to be interpreted with some caution.

100

While it m a y be preferable to conduct longitudinal studies, it has been argued that it is
the perception of patients childhood history and parental behaviour that is of value
w h e n considering the course of adult development (Parker, 1989). It is the view and
belief held by patients that offer information about their internal working models.
This will then provide the foundation for understanding the attachment process in the
patient's adult interpersonal relationships (Pietromonaco & Barrett, 2000). Internal
working models are of particular importance in understanding the role that early
relationships have in determining adult relationships. The attachment theory proposes
that relationships in childhood are internalised through internal working models over
time and serve as a model for expectations and behaviour in relationship through life
(Bowlby, 1973, 1980, 1988). Retrospective data therefore can be quite helpful when
making sense of research results from an attachment theory perspective.
Another limitation to this study is the sample size. Previous research utilising an
inpatient group have published research with smaller sample sizes (n=48) ( M c K a y et
al, 2004) and (n=61) (Shearer, 1994). Therefore, the recruitment of 69 patients in a
B P D community treatment program m a y be considered somewhat of an achievement.
O f s o m e concern is the unbalanced or disproportionate number of patients in the two
clinical groups, 58 patients in the self-harm group and 11 patients in the no self-harm
group. Having only 11 controls is a limitation on the power of the study but due to the
data being collected naturalistically over the research thesis period, it was not possible
to seek out other patients to supplement the no self-harm group without changing the
parameters and ethical approval for the study. Both groups however were evenly
matched on demographic characteristics. It is worth noting, that while all patients
were assessed for all Axis I disorders, patients were only assessed on Axis II for the
presence of B P D , co-morbidity on other Axis II personality disorders was not
determined.

A further weakness in this study is that it solely relied upon the SCID-II on Borderline
Personality Disorder, question 4 (SCID 96) to determine impulsivity in B P D patients.
It would have been useful to have another well-established measure on impulsivity
included in the study. Such a measure m a y have been helpful in understanding and
interpreting the results of this study. A further drawback in this study concerns the use
of only one measure of adult attachment. In this study, the Bartholomew and

Horowitz (1991) Relationship Questionnaire was chosen. Interview based attachment
measures, such as the Adult Attachment Interview (AAI; George, Kaplan & Main,
1985), and Reflective Function Scale (Fonagy, Steele, Steele, & Target, 1998) that are
derived from the A A I (Levy, Meehan, Kelly, Reynoso, Weber, Clarkin, Kemberg,
2006), or other self-report approaches might have yielded different results. For
example, Fraley, Waller & Brennan (2000) have developed a dimensional scale based
on item response theory technique that could have been of added benefit to employ.

As already noted, the method used in the determination of a relationship between selfharm and C S A is to some extent unsound, as the variable C S A is not 'pure'. All
patients w h o indicated a history of C S A were grouped together. This leaves open the
possibility of factors such as neglect, physical abuse, and emotional abuse also being
present within this group and confounding the C S A variable.

Furthermore, it is important to note that some studies have also sought to control for
self-harm in investigating the strength of relationships between other variables.
Although this could have been done here, it would have resulted in a different study
with different aims. The goal of this study was to investigate the B P D patients w h o
display the behaviour compared with those that do not.

This study is a cross-sectional study and not a longitudinal study, so an overall
limitation of this study is that the design of the study is correlation and not a causal
design. Therefore the results, particularly those which are suggestive of probable
aetiology of self-harm in B P D patients are just possibilities and require further
research.
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4.3 Summary
This study examined for a relationship between self-harm in B P D patients and a range
of possible correlates. T h e factors being investigated were attachment/interpersonal
problems, co-morbidity, trauma history, dissociation and impulse control. It is
proposed that the occurrence of self-harm in B P D patients is associated with trauma
and a fearful attachment style.

The results of this study suggest that a fearful attachment style is associated with selfharm in B P D patients. This finding, together with a fear of abandonment and
rejection, m a y predispose B P D patients to self-harm behaviours. This m a y arise from
patients' early childhood environment where parents were emotionally unavailable
and invalidating, resulting in an environment where the expression of emotions was
not possible. Such an environment m a y lead to individuals having a lack of
representation and no outlet for their emotions. It is proposed that due to a rejecting
environment and consequently having a negative view of other, these patients failed to
develop good coping strategies or leam h o w to regulate their emotions. Having no
appropriate emotional outlet and to avoid further invalidation, they expressed painful
emotional reactions privately, resulting in a tendency to control their affect via means
of self-harm. Dissociation, which similar to self-harm, can be perceived as a type of
coping mechanism, was also found to be a significant factor in B P D patients w h o selfharm. However, higher levels of dissociation w a s not linked to morefrequentselfharming behaviour. Unlike thefindingsin other studies, no link was found between
self-harm and co-morbidity, C S A history and impulse control.

Whilst having interpersonal problems was not directly associated with the occurrence
of self-harm, it was found to be significantly related to the frequency of a patients
self-harm behaviour; the more interpersonal problems a B P D patient had, the more
they self-harmed. A diagnosis of G A D , a higher score on the G A R F and having an
intrusive or domineering interpersonal style were additional factors that had a
significant relationship to frequent self-harm.
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This study suggests that a fearful attachment style, the fear of abandonment and
rejection and dissociation are significant in the clinical picture of self-harm
behaviours in B P D patients.

4.4 Future Directions and Conclusions
Further research examining fear of abandonment, fearful attachment, dissociation and
interpersonal problems is required. Further studies are needed with larger sample sizes
to replicate and properly test the findings of this study. In particular this research has
revealed a need to consider attachment styles and fear of abandonment as possibly
important aspects of the clinical picture of self-harm in B P D . Thefindingsreported
here lead to the suggestion that fear of abandonment and a fearful attachment style
m a y be the key factors involved in the development, maintenance and reinforcement
of self-harm behaviours in B P D patients, however this requires further research and
investigation.
Given most research and literature on childhood abuse has been predominantly
retrospective in nature, it would be beneficial if prospective longitudinal research was
conducted to assist in the determination of the underlying processes that play a role in
the development of both B P D and self-harm. There is m u c h research connecting selfharm and B P D to childhood abuse, however, no correlation was found in this study
between C S A and self-harm in B P D patients. Based on the accounts of the two
patients interviewed in the qualitative study neglect/emotional abuse seemed to
contribute to the development of their self-harm behaviour. Indeed not all abused
children will develop a personality disorder, let alone B P D , but further longitudinal
research m a y assist in identifying the precursors and pathways in the aetiology of selfharm behaviours in B P D .
Almost all the significant findings in this study on self-harm in BPD patients involved
issues of fear and anxiety concerning interpersonal issues. Fear of abandonment and
rejection and having a fearful attachment style differentiated the self-harm and no
self-harm B P D patient groups. A diagnosis of G A D , a higher score on the G A R F and
having an intrusive or domineering interpersonal style were additional factors that had
ignificant relationship to frequent self-harm. T h e more anxiety, worry and

as

interpersonal difficulties B P D self-harm patients experienced, the more they selfharmed.

Self-harm is a behaviour that is often linked closely with a BPD diagnosis, but not all
B P D patients self-harm and not all individuals w h o self-harm have B P D . Further to
this, while fear of abandonment and interpersonal problems are two of the frequent
issues B P D patients present with, based on this studies findings, they m a y be more
associated with a subgroup of B P D patients w h o self-harm. This givesriseto the
possibility of different streams or categories of B P D patients.

Of further consideration is that the significant findings in this study may not only
relate purely to B P D patients. It m a y be useful to compare attachment style, fears of
abandonment and rejection, dissociation and interpersonal problems among B P D selfharm patients and individuals w h o also self-harm but w h o do not have B P D . A s this
study sought to provide information to both the B P D and self-harm literature, such a
study would be very valuable in clarifying if thefindingsof this study were dependant
on a diagnosis of B P D , or if the current findings are generalisable to other individuals
w h o self-harm.
The results of this current study imply that insecure-fearful attachment, fears of
abandonment, dissociation and interpersonal functioning m a y be important aspects to
assess and concentrate on in the treatment for B P D patients w h o self-harm. While an
interpersonal component is important to include in the treatment for all B P D patients,
particularly addressing interpersonal anxieties and emotional functioning for B P D
patients w h o self-harm appears essential.
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